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Introduction
Recent research suggests that Black and Minority Ethnic (BME) groups within the UK have 
lower rates of diagnosed depression and use of mental health services regarding this, when 
compared to the white population (Sprotson & Nazroo, 2000). According to National 
Institute for Clinical Excellence (NICE) guidelines for depression (2004), in the UK the 
main features of depression are considered to be low mood and loss of enjoyment in most 
activities. The guidelines suggest that depression is also characterised by emotional, 
cognitive, physical and behavioural symptoms such as feelings of guilt and worthlessness, 
negative thoughts about the self, the world and the future, social withdrawal and reduced 
appetite. The focus of this essay is of particular importance as there are an estimated 4.6 
million people in the UK (7.9% of the total UK population) who describe themselves as 
belonging to BME communities (National Statistics, 2001). These communities refer to 
people classified within the national census as non-white or of Irish origin (Sprotson & 
Nazroo, 2000).
The low rates of diagnosis in BME communities may suggest they are psychologically 
healthier in terms of depression. However, upon looking at the statistics in closer detail it is 
apparent that the suicide rate in Asian women is higher than that found in the white 
population or other BME groups. For women bom in India and living in the UK, the suicide 
rate is reported to be 40% higher (Raleigh, 1996, cf. Khan & Waheed, 2006) and it is 
estimated to be three times the national average in young Asian women (Khan & Waheed, 
2006). This led me to look at the statistics regarding depression in Asian communities in 
more detail, especially as mental health problems are considered to be the most common 
cause of suicide in Western cultures (Khan & Waheed, 2006). When the statistics are broken 
down according to gender it appears that Asian women have higher rates of depression than 
Asian men. Despite this, when Indian, Pakistani and Bengali women are examined together 
they have been found to have lower reported prevalence rates for depression compared to the 
white population in the UK (Nazroo, 1997, cf. Hussain & Cochrane, 2004).
I felt the discrepancy between these statistics was intriguing and as the Asian community 
account for almost half of the BME population in the UK (National Statistics, 2001) higlily 
worthy of exploration. Therefore, I have chosen to focus this essay on Asian women which I 
refer to as identifying with countries in South Asia such as India, Bangladesh, Pakistan and 
Sri Lanka. I have chosen this definition as it is consistent with that used in the national 
census and regarding the high rates of suicide in Asian women (Khan & Waheed, 2006). I
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was also drawn to selecting this essay title and focus due to the limitations in my own 
knowledge and experience of Asian cultures both as a white woman and also when reflecting 
on my experience working within the National Health Service (NHS) in various mental 
health settings.
The literature I have engaged with has led me to take the perspective that ethnicity is highly 
influential in the process of diagnosing and treating depression in the UK. This essay will 
firstly explore some of the reasons why Asian women may not be accessing support for 
depression within the NHS which has direct implications for the process of diagnosis and 
treatment within these services. I will explore the possibility that beliefs Asian women hold 
(for example, regarding illness and help-seeking) may lead them to receive support from 
more culturally appropriate sources outside the NHS. I will also explore the possibility that 
stigma and social inequality may act as barriers to Asian women accessing support within 
the health service. These issues will also be discussed in terms of NHS policy such as the 
National Service Framework (NSF) for Mental Health (1999).
This essay will then focus on issues that may affect the process of diagnosing depression in 
Asian women should they access the NHS, such as the expression and interpretation of 
symptoms and how information is gathered at assessment. A social constructionist 
perspective will also be considered here and the validity of applying Western concepts to 
assess depression in individuals from different cultures. I will also discuss implications for 
my own practice and the use of cultural formulation in overcoming some of the issues 
surrounding diagnosis.
Next, I will turn my attention to the process of treating depression in Asian women. The 
importance of recognising the influence of Western values in the development of 
psychological approaches to treating depression will be discussed. This will also be 
considered in the context of current NICE guidelines for depression (2004). The therapeutic 
relationship between client and therapist will also be discussed as this is highly relevant to 
the process of treating depression. Finally, in the conclusion of this essay I will reflect on the 
stance I have taken and consider issues for my future practice, service planning and the 
greater involvement of service users. I will also reflect on the influence my own ethnicity, 
values and beliefs have had in shaping my stance on this essay title.
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Asian women and access to NHS services
It is recommended in the NSF for Mental Health (1999) that the diagnosis and treatment of 
mental health problems is mostly carried out in primary care services. It has been found that 
Asian women have lower rates of consultation with GPs for issues such as depression when 
compared to white women (Sprotson & Nazroo, 2000) and this may directly influence the 
process of diagnosis and treatment within NHS services. However, it is unclear whether the 
lower consultation rate reflects different conceptualisations of depression and therefore how 
it is coped with, or barriers to accessing support within the NHS.
In examining access to NHS services by Asian women for depression it is important to 
understand beliefs about help-seeking. Beliefs about appropriate and acceptable support may 
determine when help is sought and where it is sought from (Goldberg & Huxley, 1980, cf. 
Lawrence et a l, 2006). What shapes beliefs about help-seeking? In answering this question 
it is essential to look at how health, illness and healing are conceptualised by Asian women. 
Historically, Western approaches to understanding these concepts have predominantly been 
based within a medical model where mind and body are viewed as distinct from one another. 
From this perspective depression has been conceptualised as an illness located within the 
individual that can then be treated with medication. This model may not be compatible with 
that of Asian women who have been found to conceptualise depression within a social and 
interpersonal context, as a reaction to social problems or situations (Karasaz, 2005). 
Therefore treating depression as an illness may be perceived as detracting from its cause. 
Asian women appear to have a more holistic approach to understanding and coping with 
depression which does not compartmentalise mind and body (Beliappa, 1991, cf. Hussain & 
Cochrane, 2004). This may lead to seeking support from other sources such as religious 
healers and community organizations which are viewed as addressing their needs more 
holistically (Greenwood et a l, 2000).
Religious and spiritual beliefs have also been found to contribute to conceptualisations of 
health and illness in many ethnic minority groups. This has been evidenced by descriptions 
of mental health problems in religious and spiritual terms e.g. spirit possession (Hussain & 
Cochrane, 2004). As a result, it may be seen as more appropriate to seek support involving 
religious faith. This is certainly evident in the coping strategies used by Asian women such 
as prayer and visiting traditional healers (Lowenthal, 1993, cf. Cinnirella & Lowenthal, 
1999). Additionally, traditional healers may be seen as having a better understanding of the 
shared culture and values of the Asian community (Malik, 1998, cf. Hussain & Cochrane, 
2004) and thus to be a more appropriate source of support for depression than NHS services
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(Cinnirella & Lowenthal, 1999). Beliefs in fate and Karma have also been found to influence 
the way Asian women cope with depression. Such beliefs may lead Asian women to be more 
accepting of their situations and thus less likely to seek support, this may also help to explain 
lower rates of reported depression (Bhugra & Ayonrinde, 2004). These strategies also 
indicate an external locus of control suggesting that treatment within a medical model, where 
depression is located within the individual, may not be perceived as compatible (Hussain & 
Cochrane, 2003).
It has been suggested that Asian people may perceive mental health problems as more 
stigmatizing than white communities do (Cartwright & Anderson, 1981, cf. Hussain & 
Cochrane, 2004). Fear of community stigma regarding mental health problems may then act 
as a barrier to Asian women seeking support from NHS services in the first instance. This 
may lead to private coping (Cinnirella & Lowenthal, 1999) or to an unwillingness to 
recognise mental health problems. Various reasons have been suggested to account for this 
such as the impact of stigma concerning mental health problems on arranged marriages and 
the perception of mental health problems as incurable (Qureshi, 1988, cf. Hussain & 
Cochrane, 2004). However, it is important to note that stigma regarding mental health 
problems may not be unique to Asian women and has been reported by individuals accessing 
mental health services across cultures (Wahl, 1999), where it may equally lead to barriers in 
accessing support.
Examining different conceptualisations of depression, help-seeking behaviour and stigma 
has led me to question the accuracy of statistics indicating low prevalence rates of depression 
in Asian women. It appears Asian women seek support for depression from other sources 
which are not accounted for in the statistics and may reflect different conceptualisations of 
health, illness and healing as opposed to the absence of depression. However, I believe this 
continues to reflect inequality in access to services especially in light of the importance of 
patient choice and culturally appropriate services stressed within NHS policy such as Inside 
Outside (NIMHE, 2003). Looking at the issue of access to services from a sociological 
perspective has also led me to consider the fact that many BME communities in the UK 
experience social and material deprivation. The resulting social exclusion may impact on 
many areas of life including access to health services which are culturally sensitive and well 
resourced. This can be evidenced in the lack of interpreters available to BME communities 
which inevitably influences many aspects of diagnosing and treating depression (Jones & 
Gill, 1998).
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The issues surrounding access to NHS services have encouraged me to reflect on my future 
practice as a clinical psychologist. I feel it would be paramount to make good links within 
the local community and work with local organizations which offer support to Asian women.
I think the role of culturally appropriate mental health promotion in the community as set out 
in the NSF for Mental Health (1999) would be essential. This could raise awareness about 
mental health problems such as depression, reduce stigma and provide information about 
available services which may encourage support to be sought earlier. From service user and 
carer perspectives, this increased awareness may lead to greater social inclusion and 
acceptance by the community which in itself may impact positively on mental health (as 
outlined in the Social Exclusion Unit Report, 2004). Engaging with the community in this 
way would also provide essential opportunities to gather feedback fi-om service users about 
access to services which could help to inform how they are planned and delivered.
In summary, it is evident that without access to NHS services the process of diagnosing and 
treating depression cannot be initiated. There appear to be multiple influences which affect 
Asian women accessing support for depression within the NHS such as differences in the 
way depression and thus appropriate treatment are conceptualised. The impact of stigma 
regarding depression and barriers to accessing culturally appropriate services within the NHS 
are also central. It is now important to examine what happens if Asian women do access 
NHS services.
The influence o f ethnicity on the diagnosis o f devression
There are several factors that may be influential in the process of diagnosing depression in 
Asian women. These include the expression of symptoms by the individual and how these 
are interpreted, cultural norms regarding distress and the method of diagnosis used. As 
discussed previously, the NSF for Mental Health (1999) indicates mental health problems 
should be diagnosed within primary care, therefore this essay will consider diagnosis in this 
area. It has been suggested that there are differences in the way that depression is expressed 
by different cultures, with Asian people being more likely to express depression in terms of 
physical symptoms (Wilson & MacCarthy, 1994, cf. Hussain & Cochrane, 2004). This may 
have a great impact on whether or not a diagnosis of depression is made by GPs 
(Commander et a l, 1997, cf. Sproston & Nazroo, 2000). For example, Punjabi individuals 
experiencing common mental health problems are often assessed by GPs as having physical 
and somatic disorders (Bhui et al, 2001).
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These findings could in part be explained by differences in the way health and illness are 
conceptualised by GPs and Asian women, GPs approaching diagnosis using a medical model 
may be more likely to identify physical symptoms and a diagnosis of depression could be 
overlooked. A lack of understanding of cultural norms regarding distress and how it is 
expressed has also been found to influence diagnosis. For example, behaviour and symptoms 
that are viewed as pathological in other cultures may not be considered to meet the intensity 
for a diagnosis of depression. This has been found to be the case even when individuals have 
been previously diagnosed (Bhui et a l, 2001). The possibility that a diagnosis of depression 
could be overlooked is particularly important due to the risk implications for suicide and 
self-harm which are above the national average in Asian women (Khan & Waheed, 2006).
Are the differences in symptom expression indicative of differences in the way depression is 
experienced by Asian women? It is possible that symptoms of depression may be perceived 
differently leading to differences in the way they are expressed at assessment and 
subsequently diagnosed. For example; crying and sleeping are often seen as a way of coping 
by Asian people rather than symptoms of depression (Zeidner & Endler, 1996, cf. Hussain & 
Cochrane, 2003). Research suggests there are correlations between symptoms expressed by 
Pakistani women “thinking too much in my heart” and some common western symptoms of 
depression such as sleeplessness and worthlessness. Despite this certain symptoms appear to 
be absent altogether such as low self-worth and loss of meaning in life suggesting some 
symptoms may be culturally bound (Fenton & Sadiq-Sangster, 1996, cf. Sproston & Nazroo, 
2000).
In looking at the issues surrounding the influence of ethnicity on diagnosing depression it is 
essential to examine what the criteria are for diagnosis. The NICE guidelines for depression 
(2004) refer to the International Statistical Classification of Diseases and Related Health 
Problems 10th Revision (ICD-10) (WHO, 1992), which identify four types of depression; 
mild, moderate, severe and severe with psychotic symptoms. These are categorised 
according to the number of symptoms present from an agreed list of ten. The symptoms must 
also be present for most of the day, for a month or longer in order for a diagnosis to be made. 
It is possible that using these criteria to diagnose may not capture diversity in the way that 
depression is expressed by Asian women either in terms of symptoms or the expression of 
depression as a response to social problems or situations as discussed previously.
Interestingly, there appear to be differences in the rate of mental health problems diagnosed 
by GPs and psychiatrists in the general population which may relate to the use of different
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criteria and less standardised methods used at assessment (Armstrong & Eamshaw, 2004). 
However, even with standardized measures such as the Clinical Interview Schedule-Revised 
the rate of depression among Asian people is still underestimated. This may be due to 
problems regarding the language used in this measure which does not translate well or is not 
culturally appropriate (Nazroo, 1997, cf. Hussain & Cochrane, 2004). It is noteworthy that in 
some Asian languages the word ‘depression’ has no direct translation (Hussain & Cochrane, 
2004) which raises questions about the validity of trying to gather information about this 
culturally specific term. This issue will be important in my future practice when using 
standardised measures. It may be more accurate to use self-report measures which also 
assess somatic symptoms of depression, such measures have been found to be more accurate 
in diagnosis in Asian people (Williams et al., 1997). Ethnicity of both the client and assessor 
have also been found to impact upon the type and amount of information collected by 
clinicians (Lewis-Femandez & Diaz, 2002), thus influencing the information available from 
which to make a diagnosis. This highlights the importance training, supervision and 
reflective practice of in order for clinicians to be aware of the impact on diagnosis of their 
own values, attitudes and stereotypes of ethnic minorities.
Examining the differences in the way that depression is conceptualised between cultures has 
also led me to consider a social constructionist perspective. As such, I feel it is important to 
ask the question of whether it is valid and ethnocentric to apply a western model to 
diagnosing depression in different ethnic communities. I feel that formulation may be able to 
provide a holistic approach to developing an understanding of the client by drawing on 
psychological theory which considers their experience of their culture alongside biological 
and social factors. In fact, a model of cultural formulation has been outlined in the fourth 
edition of the Diagnostic and Statistical Manual of Mental Disorders (American Psychiatric 
Association, 1994) and highlights the importance of gathering information regarding the 
influence of the client’s culture in their diagnosis. It considers areas such as cultural identity, 
cultural explanations of illness, idioms of distress and the impact of cultural differences 
between the clinician and client in diagnosis (Lewis-Femandez & Diaz, 2002).
It is clear that on accessing support in primary care ethnicity is highly influential in the 
process of diagnosis and therefore in access to further treatment. It is possible that cultural 
variations in the conceptualisation of illness leading to differences in the way that depression 
is expressed and interpreted may underlie this. Additionally, Western diagnostic methods 
employed may not be applicable across cultures. This highlights the importance of using a 
model of cultural formulation to develop a more holistic understanding of the client. Bearing
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these issues in mind this essay will now focus on how ethnicity influences treatment within 
the NHS should diagnosis be carried out.
The influence o f ethnicity on the treatment o f depression
It is evident that Asian women are under-represented in the statistics regarding the use of 
mental health services and in accessing psychological therapies (Bhugra & Bhui, 1998). As 
discussed earlier the choices Asian women make regarding treatment may be informed by 
more holistic models of health and illness which incorporate mind and body. Offering 
treatment for depression which is purely medical or psychological may not be viewed as 
compatible and may lead to poor engagement or prevent the treatment from being initiated. 
Evidence to support this view comes from the perspective of Asian service users who have 
reported to favour treatment which either solves their problems or helps them to avoid 
thinking about them. As a result they considered approaches attempting to resolve distressing 
past experiences or treatment through medication alone as inappropriate (Karasaz, 2005).
It has been found that some Asian people do not perceive a medical approach to managing 
depression as sufficient (Lawrence et a l, 2006). This raises the question of why these 
individuals were not offered psychological therapy. In answering this it is important to 
reflect on the earlier discussions in this essay surrounding access to treatment, however, it 
also necessary to consider that a degree of racial prejudice may be evident here. For 
example, it has been suggested that referrers may perceive individuals from BME 
communities as less psychologically minded and therefore less likely to benefit from 
psychological therapy (Bhugra & Bhui, 1998).
Although the scope of this essay does not allow for in-depth discussion regarding different 
psychotherapeutic approaches to treating depression it is essential to acknowledge that many 
models of psychotherapy have been developed according to Western culture. As a result they 
reflect Western values, beliefs and understandings of mind, body, illness and treatment 
(Bhugra & Bhui 1998). Certain core values such as individualism and cognitivism are central 
in Western culture whereas Eastern cultures may focus on values such as communalism and 
spiritualism (Laungani, 1997). As psychological theory does not develop in isolation it is 
paramount to acknowledge the incorporation of these core values into theory and practice. 
With regard to Asian women, it is then important to question the appropriateness of more 
individualistic therapeutic approaches which may focus on working towards independence 
and involve personal goals and responsibility. Such an approach may affect the process of
Adult Mental Health Essay
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treatment as clients may find it difficult to engage with therapy which contradicts core 
cultural values.
NICE guidelines for depression (2004) recommend Cognitive Behavioural Therapy (CBT) 
as an effective treatment. However, it is important to consider some potential difficulties in 
working from this approach with Asian women. Bhugra and Ayonrinde (2004) have 
proposed that the cognitive model of depression which suggests depressed individuals have a 
negative view of the self, the world and the future may not always be appropriate depending 
on different constructs of the self which may vary between cultures. Cultural differences 
regarding problem solving and reasoning must also be taken into account when working 
from a cognitive behavioural approach. Differences in problems solving styles have been 
found across cultures with Western cultures employing a more formal logic and Eastern 
cultures relying on more experiential knowledge that incorporates relationships and context 
(Nisbett et al, 2001). Therefore, as argued by Hoffman (2006), as CBT may rely on more 
formal logic there could be implications for the process and outcome of treatment when 
working with individuals who do not identify with Western cultures.
Sue and Zane (1987, cf. Bhugra & Bhui, 1998) have suggested that some of the limitations in 
working within Western models of psychotherapy with other cultures can be overcome by 
ensuring that the clients’ difficulties and goals are conceptualised according to their cultural 
beliefs. It is possible that cultural analysis which develops an understanding of the clients’ 
world view and how their culture influences their concept of self, relationships and treatment 
may aid formulation and therefore treatment (Hung-Tat & Fung, 2003) and this will be 
beneficial in my own future practice. However, I am also aware that it should not be 
assumed that all Asian women view themselves as culturally distinct from the majority 
culture and to explore the degree of acculturation. This may be of particular importance in 
working with second generation Asian women which due to the capacity of this essay are 
unable to be discussed here.
Regardless of the therapeutic approach taken the therapeutic relationship has been found to 
be significantly related to outcome for the treatment of depression (Krupnick et a l, 2006). It 
has been suggested that some Asian clients often view the therapist as someone with certain 
“special powers”, an expert who is able to resolve their difficulties (Roland, 1989, cf. 
Laungani, 1997). It could be argued that as a result Asian women may find it very difficult to 
work in a non-directive way with the therapist, although this may be the case for clients from 
many ethnic backgrounds and not unique to Asian women. Nevertheless, it raises issues
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relating to the power imbalance within the therapeutic relationship. Related to this Bhugra 
and Bhui (1998) have highlighted the importance of exploring the client’s own perceptions 
of ethnic and cultural differences especially when the ethnicity of the therapist and client 
differ. This may help to address issues such as the power imbalance and previous 
experiences of racism the client may have had. It will also be essential for my future practice 
that I reflect my own experiences with individuals from different ethnic backgrounds. This 
will be valuable in understanding the perceptions of other ethnicities that I bring to my work 
which may impact on the therapeutic relationship and affect the process of treatment.
It appears that being an Asian woman is highly influential in the process of treatment for 
depression. Conceptual models of health and illness may influence preferences for different 
types of support and lead to treatment within the NHS not being initiated. It is also possible 
racial prejudice may act as a barrier to psychological therapy being offered. Differences in 
cultural values which may affect the therapeutic relationship and which underlie therapeutic 
approaches have also been considered as they may impact upon and possibly lead to 
difficulties in the process of therapy.
Reflections and conclusions
Through engaging with the literature and writing this essay I have gained a fuller 
understanding of the numerous factors that come together to influence the process of 
diagnosing and treating depression in Asian women. It is also possible to apply some of the 
conclusions drawn from this essay to working with individuals from other BME 
communities in my own future practice.
During this essay I have argued that due to social inequality and exclusion, ethnicity can act 
as a barrier to accessing services within the NHS and may prevent the process of diagnosis 
and treatment even beginning. It is clear that many Asian women receive support from 
sources other than the NHS such as community organizations and religious leaders. This 
may be due to different conceptualisations of depression and the lack of culturally 
appropriate support within the NHS, which raises questions about service provision. 
However, as Bhugra and Bhui (1998) highlight, not every individual from different BME 
communities will wish to receive or be appropriate for treatment that has originated within 
their cultural background.
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This essay has highlighted the importance of working within the community to and with 
service users to understand the issues affecting them. As outlined in the NSF for mental 
health (1999), mental health promotion can be key to developing awareness about mental 
health problems and tackling stigma. This is particularly relevant as I have argued here that 
stigma from within some BME communities regarding mental health problems may act as a 
barrier to seeking support. This leads me to emphasise the need for community development 
workers (as outlined in Inside Outside, NIMHE, 2003) to be included in multidisciplinary 
teams in order to develop links within local BME communities.
I have also discussed the idea that the concept of depression may be socially constructed and 
have argued that cultural differences in the way that health and illness are conceptualised are 
highly influential in diagnosis and treatment. These differences may effect the way that 
depression is expressed and interpreted. I have also suggested the need for a more holistic 
approach to diagnosing depression, particularly by GPs, which looks beyond symptoms. In 
light of this, the valuable contributions that cultural analysis and formulation could have in 
this process have been outlined. The need to develop greater professional awareness of 
cultural differences also leads me to suggest greater service user and carer involvement from 
BME communities in training programmes across different professions including clinical 
psychology.
During this essay, I have acknowledged that many psychotherapeutic approaches to treating 
depression are based on Western culture and values. As a result, I am aware of the potential 
to impose a Western world view when working with clients from different ethnicities. This 
will inform my future practice in developing treatment plans that are culturally aware and 
incorporate different cultural values. This essay has also highlighted the central importance 
of supervision in order to discuss issues of difference between myself and my client.
I am conscious of the fact that approaching this essay as a member of the ethnic majority has 
led me to bring my own values about this subject area to my writing. Through discussions 
with other trainees and self-reflection, I am aware that the model of illness I hold has shaped 
the way I have interpreted the title of this essay, for example, in choosing to focus on 
diagnosis and treatment within the NHS. From this perspective I may have assumed that 
deviations from dominant models of support are detrimental to BME communities. However, 
it appears that other sources of support are equally valuable in addressing culturally specific 
needs. However, the high rates of suicide found within Asian women suggest provision for 
these individuals is lacking both within the NHS and the local community.
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It is essential to acknowledge that the scope of this essay did not allow for exploration of 
other important areas regarding ethnicity and depression. It would be beneficial to look at 
issues such as how acculturation in second generation BME individuals influences their 
concepts of depression and help-seeking. It is also important to appreciate that there is great 
diversity within the terms Asian and Black and Minority Ethnic. However, in writing this 
essay I have found that there is limited research available regarding the diagnosis and 
treatment of depression in specific ethnicities which would be valuable to carry out. This has 
also led me to consider the valuable role of clinical governance in ensuring that service user 
and carer feedback with existing services is obtained. Not only could this inform service 
development but it would also contribute to the evidence base regarding future practice.
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Introduction
Historically, service users and carers were excluded from decision making and influence 
within mental health services, from individual care to service development and provision 
(Campbell, 2001). However, influenced by the anti-psychiatiy movement and inspired by 
collective action to overcome oppression and increase individual empowerment, service 
users (SU) have questioned the dominant discourse of the medical model (Connor & Wilson, 
2006; Peck et al., 2002). They have raised concerns relating to the power imbalance between 
SUs and mental health professionals, over-reliance on medication in treatment and have 
called for greater consideration of the relationship between mental health and social 
inequality (Williams & Lindley, 1996).
SU and carer involvement within mental health services is currently diverse and may involve 
consultation, staff training, research, service development and planning (Simpson & House,
2004). SU and carer involvement in planning and developing services is emphasised by the 
Department of Health in national policy, such as the National Service Framework for Mental 
Health (1999) and the Ten Essential Shared Capabilities (DOH, 2004b) also promotes the 
importance of training mental health workers in partnership working with SUs and carers in 
order to create services in line with needs (Vandrevala et al, 2007).
Despite the greater presence and involvement SUs and carers have achieved, it has been 
argued that this is tokenistic (Connor & Wilson, 2006) and a gulf remains between that set 
out in government documents and the existing hierarchy in mental health services 
perpetuating the power imbalance in decision making processes (Campbell, 2006). 
Furthermore, Stickley (2006) argues that involvement has been created by those in powerful 
positions and therefore merely perpetuates this. He suggests the power imbalance can only 
be addressed through action outside involvement in mental health services.
The concept of ‘consigning SU involvement to history’ (Stickley, 2006) due to the power 
imbalance it may perpetuate drew me to this essay title. I was curious to explore the issues 
surrounding this in greater depth and felt they were highly worthy of exploration considering 
the emphasis of SU and carer involvement in the aforementioned government policies and as 
part of my clinical training.
This essay aims to address the question of whether SU and carer involvement perpetuates 
existing power imbalances and should, as Stickley (2006) argues, be abandoned. Having 
engaged with the literature surrounding this, I have taken the stance that although
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involvement may be influential in the maintenance of existing power imbalances it cannot be 
discarded on this basis. I argue that the achievements that have been and can continue to be 
made through involvement, such as promoting the status of SUs and carers (Bames & 
Shardlow, 1997) and developing understandings of psychological distress, recovery and 
social exclusion within services (May, 2001), are essential to addressing the power 
imbalance. However, in reviewing the literature, I have become aware of the paucity of 
research available regarding the power imbalance and carer involvement. Consequently, I 
have taken a greater focus on SUs, although many of the issues discussed may also be 
relevant to carer involvement.
This essay firstly aims to explore the concepts of power and empowerment. However, it is 
not within the scope of this essay to discuss the numerous theories surrounding these 
concepts. I will therefore highlight those which may be more influential. Next, I will turn 
my attention to literature highlighting how the power imbalance may manifest during 
involvement and the possible factors contributing to this such as issues of funding (Peck et 
al, 2002) and professional insecurity (Forbat, 2006). However, I will also discuss the 
potential influence of SU and carer involvement in addressing the power imbalance 
alongside this.
I will then consider how these issues may begin to be addressed in future SU and carer 
involvement, e.g. through the development of alternative discourses regarding mental health 
and increased training for mental health professionals concerning structural inequality. 
Finally, in the conclusion of this essay, I will reflect on the stance I have taken and consider 
issues for my future practice. I will also discuss the limitations of this essay, such as the 
paucity of literature relating to carer involvement. Finally, I will reflect on the influence my 
training status, developing professional identity and values have had in shaping my stance.
Power and empowerment
Examining theories of power and empowerment are essential in understanding how the 
power imbalance may be maintained and in considering whether this imbalance could be 
addressed through SU and carer involvement.
Power has been conceptualised as finite or a ‘constant sum’ held by some individuals and not 
by others (Weber 1958, cf. Masterson & Owen, 2006). This suggests that power can only be 
transferred by the loss of power from one group and the taking of it by another. Hui and
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Stickley (2007) argue ‘constant sum’ conceptualisations are evident in government 
discourses regarding SU involvement, as reflected in ‘stakeholder’ models where those in 
positions of power retain final decision making. According to this conceptualisation, 
involvement may perpetuate the power imbalance when it is led by mental health services 
who in so doing continue to hold a constant sum of power. Furthermore, it has been argued 
that involvement led by services perceives SUs as the passive recipients of decisions to shift 
power thus perpetuating their disempowered position as they wait for power to be given to 
them (Hui & Stickley, 2007).
Lukes (1974) view of power proposes three dimensions. The first refers to the ability of 
individuals to influence decision making, e.g. in terms of NHS policy. The second 
dimension, ‘non-decision making’, refers to the way power may be exercised to prevent 
discussion and decision making occurring. Finally, the third dimension, ‘shaping desires’, 
refers to the way in which power is used to manipulate social groups to passively accept 
circumstances without conflict. Considering this theory in relation to the issue of SU and 
carer involvement, the third dimension appears to be particularly relevant and may be 
evident in the dominance of illness based explanations of mental distress and the hierarchy 
of the medical model.
Drawing on the work of Foucault (1972, cf. Faubion, 1994) regarding the relationship 
between discourse, power and knowledge is also valuable. Here dominant discourses based 
on epistemological 'truth' such as the medical model become an accepted social reality and 
therefore maintain positions of power within society. According to this view, SU and carer 
involvement in services positioned within the framework of the medical model could 
maintain the power imbalance when involvement does not question the dominant medical- 
psychiatric discourse. However, this has led me to consider that through involvement and the 
sharing of alternative understandings of psychological distress (May, 2001) new ‘truths’ 
regarding mental health could also be created, challenging the dominant discourse and 
beginning to address the power imbalance.
In discussing issues of power and empowerment it is also essential to consider theories of 
empowerment. Psychological models based on the work of Rodgers (1961, cf. Masterson & 
Owen, 2006) consider power to be a personal quality created within the individual through 
for example, the promotion of knowledge. Through empowerment, it has been argued that 
individuals may begin to critically analyse their circumstances and initiate action on the basis 
of this with the potential to move from individual empowerment towards addressing the
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power imbalance at a collective level (Gibson, 1991; Masterson & Owen, 2006). However, 
as this would not necessitate a transfer of power from one group or individual to another 
arguably and in accordance with constant sum theories, the existing power imbalance could 
be maintained (Ryles, 1999).
Consumerist models of empowerment developed from the emphasis on patient choice and 
control within the NHS (Rodwell, 1996) suggest it is possible for the power imbalance to be 
addressed during involvement, through power sharing between individual and provider 
(Masterson & Owen, 2006). However, as a transfer of power occurs here at an individual 
level and may be fragmented from SU and carer groups leading the potential to effect social 
change and the power imbalance at a wider level to be limited. This leads me to consider 
theories of empowerment at a macro level which assume shared needs exist and collective 
social action is required to most effectively achieve these potentially leading to a transfer of 
power (Ryles, 1999). SU and carer involvement in decision making, service planning and 
delivery and their influence on changes in policy, legislation, and organisations as a result 
may be indicative of this (Anderson, 1996; Masterson & Owen, 2006). This also leads me to 
further question Stickley’s (2006) argument that the power imbalance can only be addressed 
through action outside SU and carer involvement in plarming and developing mental health 
services.
The theories highlighted suggest conflicting views as to whether the power imbalance can be 
addressed and empowerment at a collective or social level through SU and carer involvement 
in mental health services can be achieved. Therefore, it is now pertinent to turn attention to 
exploring the literature regarding the influence of involvement in addressing the power 
imbalance and its potential maintenance.
Evidence of the vower imbalance
In discussing the issue of the power imbalance, it is essential to pay attention to the language 
used to define users of mental health services (e.g. 'patient', ‘service user', 'survivor’). Such 
definitions may be integral to changing perceptions of mental health (Campbell, 2006; 
Repper & Perkins, 2003) and in addressing the stigma experienced by many SUs. The term 
‘service user’ may be viewed as depersonalising (Stickely, 2006) and consequently the 
power imbalance may assert itself in the very language used to describe involvement before 
it has actually begun. Campbell (2006) highlights the importance of examining the language 
used to describe aspects of SU involvement such as working in ‘partnership’ which suggests
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mutual goals and collaboration. However, he argues this terminology conceals the power 
imbalance and provides an illusion of empowerment when the agendas of SUs and of the 
providers who set these may differ widely.
Due to the emphasis on SU and carer involvement in developing and planning mental health 
services, there has been a substantial growth in the number of independent SU and carer 
groups (Campbell, 2006). However, this may have led to less co-ordination and cohesion in 
groups at a national level, leading to greater obstacles in influencing national policy 
(Wallcraft et a l, 2003). This may have been further affected by maintaining the focus of 
involvement at a local level, which, it has been argued, may also act to legitimise the work of 
the service already being pursued rather than developing joint goals (Hodge, 2005). 
Furthermore, it has been suggested that SU involvement has led to some of the goals of the 
SU movement being subjugated by mental health services (Wallcraft et a l, 2003) and 
attention diverted from wider structural issues and challenges to normative practices (Hodge,
2005). However, involvement may provide opportunities to increase the knowledge and 
information available to SU and carers and enable their influence in decision making 
processes (Peck et a l, 2002) and thus, arguably increase their potential to influence the 
power imbalance.
As this essay focuses on SU and carer involvement in planning and developing mental health 
services, it is essential to consider the issue of how these individuals and groups are invited 
to participate by mental health professionals. Campbell (2001) highlights that most SU 
involvement is initiated through invitation by mental health services and questions whether 
this represents true partnership. Furthermore, it could be argued SU and carers are then being 
required to fit into existing organisational structures and hierarchies and thereby continuing 
to perpetuate these (Bowl, 1996).
It is also important to examine the power dynamics at play during meetings between SUs, 
carers and mental health professionals during involvement. The power imbalance may be 
maintained during meetings by marginalisation, as the number of mental health professionals 
may outnumber SUs and carers (e.g. Bowl, 1996). This may influence decision making when 
there is opposition to that being proposed by mental health professionals (Bowl, 1996). 
Additionally, SU contributions may be undermined during meetings, e.g. by asking about 
their mental health or allocating a ‘slot’ to them (Williams & Lindley, 1996). Furthermore, 
SUs have commented that they feel their knowledge is often devalued or unaccepted by 
mental health professionals, leading to the experience of disempowerment (Branfield et al.
Professional Issues Essay
27
Volume 1: Academic Dossier
2006). Interaction between SUs and mental health professionals in meetings may provide 
further evidence of the power imbalance where SU contributions are cut off and new agenda 
items are introduced (Hodge, 2005). Despite this, SU and carer presence may demonstrate 
the commitment of management to involvement (Peck et a l, 2002) and may promote a 
gradual shift in organisational attitudes and a move towards challenging perceptions of SUs 
(Campbell, 2006).
Regardless of efforts to ensure that mechanisms exist by which SUs are able to discuss their 
views in meetings, e.g. through the use of agendas, some SUs have reported that they find 
their involvement in meetings tokenistic and argue these rarely influence change either at a 
local or wider socio-political level (e.g. Peck et al., 2002). Carers have also argued their 
involvement has been tokenistic and has not produced meaningful developments within 
services leading to their reluctance to continue (Lammers & Happell, 2003). Furthermore, 
SUs have reported that some issues remain outside the scope of discussion during their 
involvement, such as those beyond the current frameworks for understanding mental distress. 
This may prevent alternative, shared understandings of mental distress from developing 
which, as previously argued, could begin to challenge the dominant medical-psychiatric 
discourse and thus the power imbalance.
Examining the discourse between SUs and mental health professionals is also essential to 
gain a greater understanding of the power imbalance and whether it is being maintained 
through involvement. The language used by SUs is often ‘translated’ to make it appear more 
valid to mental health professionals (Hodge, 2005). Peck et al. (2002) have highlighted the 
pressure SUs have reported to argue in a more ‘rational’ way for their opinions to be 
accepted. As a result, the strength of the expressed views may be reduced, preventing 
meaningful debate from occurring (Barnes & Bowl, 2001). The perception of SUs as 
‘irrational’ and therefore incapable of providing valid views has previously been found in 
reviews of literature regarding SU involvement (Rogers et a l, 1993). However, the 
participation and action shown by SUs during involvement may provide a means of directly 
challenging such perceptions and consequently may begin to address the power imbalance 
(Barnes & Bowl, 2001).
In considering the perpetuation of the power imbalance it is necessaiy to explore how power 
imbalances have developed and where these may lie. Firstly, the development of the power 
imbalance between SUs and carers may develop through experience of power dynamics 
during the prior support and contact with mental health services they have received
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(Wallcraft et al., 2003). Furthermore, it is possible that an imbalance will continue within 
these relationships due to the continuation of legislation and policy, such as that reflected in 
the new mental health act continuing to prioritise power to mental health professionals, thus 
maintaining the perception of SUs as ‘patients’ and neither ‘consumers’ nor ‘survivors’ 
(Campbell, 2001; Peck et al, 2002).
The power imbalance between SUs and carers appears to be less well documented although 
this may be reflected in differences in their focus concerning SU care, e.g. SUs may focus on 
improving their social relationships and activity rather than their symptoms which may be 
more central to carers (Lelliott et al, 2001). This raises the issue of potential conflicting 
views between SUs and carers during involvement and the perpetuation of existing power 
imbalances between them. However, it is questionable whether involvement alone 
perpetuates this and factors such as individual experience of carer-SU relationships need to 
be considered here.
Power imbalances in wider society can also be considered at this point, such as those relating 
to ethnicity, gender and social class. A lack of representation of SUs and carers from diverse 
backgrounds has been found in involvement (Branfield et a l, 2006), such as individuals 
from black and minority ethnic communities and those with physical disabilities (Bertram, 
2002). Additionally, it has been argued that SU and carer groups provide a forum for the 
most articulate and confident individuals (Connor & Wilson, 2006). However, addressing 
this issue and ensuring representation of SUs and carers from diverse backgrounds could 
lead to a greater understanding of the social inequality contributing to the mental distress of 
many individuals who arrive in mental health services. This could play a valuable role in 
consciousness raising, critical for processes of social change (Williams & Lindley, 1996) and 
possibly in challenging the existing power imbalances present in wider society.
To this point it appears there is some evidence suggesting involvement may be contributing 
to the power imbalance being maintained in certain circumstances. This may give credence 
to Stickley’s (2006) argument that an emancipatory approach by carer and user led initiatives 
outside involvement with mental health service would be necessary to address this. Although 
it could be argued that this may overcome the issue of the power imbalance with mental 
health services, as I have discussed, other power imbalances also exist and may be replicated 
within these independent organisations. For example, this may be evident in findings 
regarding the lack of diversity of SU representatives (Branfield et a l, 2006). This could 
perpetuate the dichotomy between SUs, carers and mental health professionals. Moreover,
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SUs and carers driving for greater involvement in decision making processes may have 
begun to challenge the traditional hierarchy of the medical model (Forbat, 2006). 
Participation in SU involvement, interaction with service providers and purchasers may have 
also increased SUs status as active citizens (Barnes & Shardlow, 1997), promoting social 
inclusion, active relationships within society (Prior et al, 1995) and, as I have argued, 
contributed to alternative discourses regarding SUs.
How are vower imbalances bein2 maintained?
Having examined some of the evidence suggesting SU and carer involvement may contribute 
to the existing power imbalances being maintained, I will now consider some of the 
individual, social and political factors involved in this essential to considering how the 
power imbalance could be addressed. Firstly, turning attention to individual factors, Cleary 
et a l  (2006) highlight the difficulty and distress mental health staff have reported 
experiencing on hearing the views of SUs and carers, as many of these first hand experiences 
may be negative. Consequently, it could be argued that there may be some psychological 
gains in resistance to SU and carer involvement.
As previously discussed, it has been suggested that during SU and carer involvement a 
process of socialisation into the dominant discourse and understandings of mental distress 
may take place. This may contribute to the hierarchy of the medical model and the ‘expert’ 
role being maintained (Beresford, 2003). However, individual factors must also be 
considered in the maintenance of this, such as professional insecurity (Soffe, 2004) and 
uncertainty about the possible changes to the known system that could take place as a result 
(Forbat, 2006). This may be reflected in mental health professionals’ descriptions of feeling 
threatened by moves to empower SUs (Read & Wallcraft, 1992). Furthermore, the disclosure 
of personal experiences that may take place during SU and carer involvement may not be 
replicated by mental health professionals maintaining the power imbalance within these 
relationships (Hodge, 2005).
Forbat (2006) highlights how change may be seen as 'other and dangerous', leading staff to 
resist changes in working practices in order to maintain a sense of control and safety. As 
previously discussed, constant sum theories of power imply mental health professionals 
would need to relinquish some power for true empowerment to occur (Masterson & Owen, 
2006). However, it has been suggested that there is an innate drive within individuals to exert 
power over others which may lead to barriers in true power sharing (Machiavelli, 1961, cf.
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Stickley, 2007), However, this also paints a somewhat deterministic view of mental health 
workers as reluctant to facilitate SU and carer involvement. Contrary to this it has been 
suggested that the progress of SU and carer involvement in some services may reflect the 
desire for change also by professionals and a belief in the value of involvement (Soffe, 
2004). Furthermore, involvement can lead to improvements in relationships between SU, 
carers and mental health staff which may be beneficial in addressing the power imbalance 
(Simpson & House, 2004).
Additionally, power imbalances and social inequalities within the workforce of mental health 
professionals must also be considered. For example, it has been suggested that some mental 
health nurses, due to their occupation, gender, ethnicity and social class, may occupy a 
disempowered position (e.g. Ryles, 1999). In light of this it could be argued that their own 
potential to address the power imbalance SUs and carers may encounter could be limited.
The question of whose interests are being served by the maintenance of the power imbalance 
also needs to be considered at a wider, socio-political level here. Historically, the anti­
psychiatry movement has argued that psychiatry acts as an agent of social control, excluding 
and repressing those who do not conform to social ‘norms’ (Bertram, 2002). Furthermore, 
the dominance of the medical model has been argued to lead to intolerance and derision of 
those whose views challenge it, thus maintaining the power imbalance (Ryles, 1999). 
Arguably, maintaining the status-quo could also be financially beneficial for some 
individuals and organisations such as pharmaceutical companies who may be disadvantaged 
if greater power were allocated to SUs and carers who may, for example, encourage 
alternative understandings of mental distress and approaches to support regarding this 
(Williams & Lindley, 1996).
A further issue is that of funding for SU and carer involvement for both individuals and 
independent groups. Some SUs and carers are involved in developing and planning services 
without adequate payment for their time and commitment and it has been suggested this 
implies a belief by services that SU and carers are privileged in their invitation to be 
involved (Stickley, 2006). Although many organisations and initiatives exist offering 
consultation to mental health services, many are reliant on these services for funding 
(Wallcraft et al, 2003). Consequently, some SUs and carers have reported to believe that 
challenging the views of services may jeopardise funding or could lead to exclusion from 
further involvement (Branfield et al, 2006). This appears to suggest that action taking place 
through independent groups is also subject to a power imbalance.
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The level of SU and carer involvement must also be considered in discussing how power 
imbalances are maintained. Arguably, involvement that does not go beyond the level of 
consultation continues to view SUs as consumers of services where the decision making 
power remains with professionals who can chose whether or not to accept SU views. 
However, strategic decisions are made with knowledge of wider resource allocation which 
SUs and carers may not be party too and lead to professionals maintaining ultimate decision 
making power (Hickey & Kipping, 1998). This suggests that for the power imbalance to be 
addressed, involvement would need to move beyond consultation to greater partnership, joint 
decision making or where SU and carer organisations decide whether to involve others in the 
decision making process (Hickey & Kipping, 1998).
The numerous and complex factors that I have begun to identify here, possibly maintaining 
the power imbalance, lead me to ask what the future may hold for SU and carer involvement. 
The literature I have reviewed has led me to consider that, despite the challenges SU and 
carer involvement faces in addressing the power imbalance, progress has been made towards 
this and in challenging the dominant discourse and hierarchy of the medical model. 
Consequently, I disagree with Stickley’s (2006) argument that involvement should be 
‘consigned to history’. In light of this, I shall now focus on exploring how some of the 
challenges I have identified may be addressed in future SU and carer involvement.
Avproachin2 the future of SU and carer involvement
Throughout this essay I have considered the development of alternative discourses regarding 
mental distress as essential in challenging the stigma contributing to the disempowerment of 
SUs and the hierarchy of the medical model. However, how can such discourses be 
developed in light of the barriers to the discussion of alternative fi-ameworks for 
understanding mental distress? Masterson & Owen (2006) have suggested this can be 
achieved through approaches such as the recovery model, which emphasises an alternative 
conceptualisation of mental health and moving beyond medical, symptom based 
understandings. This model stresses the importance of SUs holding power in their own 
recovery process and therefore may act at the third dimension of power proposed by Lukes 
(1974) to challenge the hierarchy of the medical model. Over time, these discourses may be 
strengthened, leading to a greater likelihood of their acceptance in mental health services and 
wider society in the same way the dominant medical model has done (Masterson & Owen, 
2006).
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Despite this, with the development of alternative discourses lies the possibility of a shift in 
power reflected by constant sum theories and the potential of the power imbalance SUs’ and 
carers’ experience being replicated with mental health professionals (Masterson & Owen, 
2006). This highlights the importance of continuing to develop power sharing approaches 
and partnership between SUs, carers and mental health professionals in both individual 
involvement and in collaboration with independent SU and carer groups which will be 
important in my future clinical practice. Organisations and initiatives that offer services but 
are not managed by mental health services could also begin to develop a new discourse 
where 'service users' are viewed as 'providers’ (Beresford, 2003). This also raises the issue of 
funding previously discussed which would need to be more closely addressed due to the 
potential of funding from mental health services continuing to contribute to the power 
imbalance being maintained (Stickley, 2006).
The sense of psychological threat and professional insecurity (Forbat, 2006; Soffe, 2004) 
that some mental health professionals experience regarding involvement is also important to 
address in future SU and carer involvement. This highlights the potential value a 
psychodynamic approach could bring in developing an understanding of the unconscious, 
alongside reflective practice and self-reflexivity into the training of mental health 
professionals (Forbat, 2006).
This essay has also highlighted the importance of training mental health professionals, SUs 
and carers to pay greater attention to the interests they serve e.g. their own and those 
invested in maintaining the power imbalance (Prilleltensky & Nelson, 2002). Without an 
awareness of social inequality mental health professionals, SUs and carers may be unable to 
recognise those reflected within the organisation of mental health services and, arguably, 
may be limited in their potential to address these (Williams & Lindley, 1996). As previously 
discussed, the issue of social inequality may be reflected in the under representation of SUs 
and carers from diverse backgrounds during involvement which will be essential to address 
through future recruitment (Bowl, 1996).
Conclusion and reflections
Through writing this essay and reviewing the literature surrounding the essay title I have 
gained a more in-depth understanding of the complexities of the power imbalance and how 
this may be manifested and maintained to a certain degree during SU and carer involvement 
in the planning and development of mental health services. 1 have also been struck by the
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nature of the intricate factors possibly maintaining this imbalance at individual, social and 
political levels.
This has led me to consider my future practice and potential to both contribute to and address 
the power imbalance when working with SUs and carers during involvement. Consequently, 
I am aware of the importance of addressing maintaining factors, such as the under 
representation of SUs and carers from diverse backgrounds, through actively making links 
with a diverse range of SU and carer organisations within the community as part of 
involvement. Furthermore, I have developed greater awareness of the importance of paying 
closer attention to the interests I may serve in my work, be they my own or those of 
individuals in positions of power. I am also aware of the greater leadership role I may be 
able to play in the training of mental health professionals, SUs and carers in developing 
awareness of structural inequalities and recovery based approaches that may be beneficial in 
addressing the power imbalance (Masterson & Owen, 2006).
Throughout this essay, I have argued that although some types of SU and carer involvement 
may contribute to the power imbalance being maintained such a challenge should not lead to 
involvement being ‘consigned to history’ (Stickley, 2006). I have highlighted the potential of 
involvement to challenge perceptions of SUs and the dominant discourse concerning mental 
health. Drawing on the work of Foucault (1972, cf. Faubion, 1994) I have considered the 
possibility that through SU and carer involvement, new discourses could be developed 
regarding mental distress and frameworks for understanding this without which 
empowerment at an individual or collective level may be restricted (Masterson & Owen, 
2006).
On initiating this essay, I was struck by the complexity of the title and the article 
accompanying it. Consequently, it is essential to consider the constraints of this essay and its 
limited scope in exploring a broad area. This has also been highlighted to me in reviewing 
the literature and encountering a multiplicity of views concerning the relationship between 
involvement and the power imbalance and the competing theories regarding power and 
empowerment. The limited availability of literature regarding issues of power and carer 
involvement has inhibited a fuller exploration of the issues that may be more pertinent to 
them. However, this paucity of research may in itself be evidence of their disempowered 
position.
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Finally, the stance I have taken in this essay has been informed by my status as a mental 
health professional and through direct experience of SU and carer involvement during 
clinical training. This has informed my view of the importance of working in partnership 
with SUs and carers and of the possibility of being able to acknowledge and begin to address 
the power imbalance inherent in our relationships through supervision, self reflexivity and 
reflective practice.
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Introduction
At the start of the course we were allocated case discussion groups (CDG) consisting of 5 or 
more trainees and a group facilitator who would change on a yearly basis. These groups 
would stay together for the duration of our training and would aim to promote our personal 
and professional development. During the induction block each CDG was given a problem 
based learning (PEL) exercise titled ‘The relationship to change’. In our groups we asked to 
reflect on the meaning of change to both ourselves and our clients, consider theories of 
change and finally prepare a presentation of our work to the wider cohort and group 
facilitators. We were encouraged to keep a reflective journal and consider the roles we took 
within the group and the personal experiences we brought to it.
The srouv process
Becoming a group: Getting to know each other
As our CDG was a newly formed group, we spent the first session beginning to learn more 
about each other and sharing some of our anxieties and expectations about starting our 
training. I found it particularly valuable to hear that others had similar anxieties to my own 
and also felt some insecurity about their new roles as trainees. I think this discussion 
encouraged us to begin forming stronger relationships as a group by highlighting the 
similarities between us. This space for reflection was particularly important as it provided 
the opportunity to continue moving into our roles as colleagues following the competitive 
nature of applying to clinical training. As we had all found this valuable we agreed that a 
‘check in’ would be introduced at the start of each session to allow time for reflection and 
discussion before proceeding with the task.
Finding our roles
Early in our first session we began to consider our roles in the group and discussed the roles 
of chair and scribe, what these entailed and how these would be allocated (Wood, 2003). We 
agreed to rotate these roles each session enabling us to take turns; however, there was a 
reluctance to take the role of chair in the first instance. This may have been due to 
uncertainty about status in the group and the limited understanding of the task we had at this 
stage leading to concern about how the role could be fulfilled. I was aware that my own 
hesitation to do so was in part due to self-doubt and concern about how I would be perceived 
if I volunteered myself. Reflecting on this has been valuable in recognising and beginning to
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overcome a potential barrier to taking on greater leadership roles throughout my training and 
career.
During the early sessions I felt we were all keen to show our ideas and the work we had 
carried out. Perhaps this reflected our insecurity as new trainees and in our relationships with 
each other leading to a feeling that we needed to demonstrate our ability and value. I felt 
there was some competition of ideas regarding how to approach the task and a jostling for 
leadership and position within the group, this may have also reflected the ‘storming’ stage of 
our group development (Tuckman, 1965). I found this frustrating at times as I felt it 
impacted on our progress and prevented group members from participating equally in the 
task.
Initially, I stepped back from this process as I found it difficult to voice my concerns. This 
was in part due to uncertainty about how to address these issues, insecurity in my own 
position within the group and due to a desire to bond with my colleagues. However, after 
reflecting on this I felt discussing my thoughts was important to the development of my own 
role within the group and my participation in the task. This discussion also encouraged us to 
talk about the process we were going through as a group and the roles that we were taking. 
Although I feel an earlier discussion of some of these difficulties would have been more 
beneficial I also think these challenges were an integral part of our development as a group. 
The discussion we had encouraged more equal participation and a more collaborative 
approach to the task developing throughout the remaining sessions.
I feel the individual characteristics and differences we each brought to the group are also 
important in understanding the group process. Our group was predominantly female with one 
male member and we were fairly close in age. Despite these similarities the group was 
diverse and there were many differences between us such as ethnicity, social background, 
personality and parenthood. I feel that the diverse characteristics we held contributed to the 
roles we took and to some of the initial challenges we experienced. This may have been 
evident in the early imbalance in group participation and distribution of tasks. Although it 
has been found that group diversity can inhibit task progression and problem solving 
(Vansina and Schruijer, 1997) I feel the unique experiences of group members also led to a 
wealth of ideas and creativity which was highly beneficial in tackling the task.
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Avproachins the yroblem
Initially we looked to our facilitator for guidance with how to approach the task and for 
clarity regarding the abstract title. We began to share our initial thoughts on how to approach 
the problem and I felt impressed by the wealth of creative ideas generated. Following a 
period of brainstorming we identified common themes and interests in our ideas and decided 
to focus our presentation on the relationship of the media to changing attitudes towards 
mental health. This choice possibly reflected the values we held as a group regarding stigma 
and mental health which may have been one of the factors which drew many of us to this 
choice of career.
In putting together our presentation we drew inspiration from an initiative in Leeds to 
promote service users’ and carers’ views in media articles and in journalism training courses 
which led to a positive impact in the local press (Leeds Primary Care Trust, 2003). We 
decided to focus part of our presentation on demonstrating the process of change that one 
such journalist may have gone through. After discussing several models of change we felt 
that the Transtheoretical model (TTM) (Prochaska et a l, 1994) most accurately reflected this 
process.
The TTM suggests that individuals pass through several stages in the process of changing 
their behaviour. The first of these stages is pre-contemplation where an individual may not 
be considering change. The next stage is the contemplation stage where the individual may 
be weighing up the advantages and disadvantages of making a change but have yet to 
commit to a decision. Subsequently, individuals pass into the preparation stage where they 
have committed to a decision and begin making the necessary arrangements to make 
changes. The following stage is action: here, steps towards the targeted changes are carried 
out. Finally, the individual arrives at the maintenance stage where they work to sustain the 
changes they have made and to prevent relapse. Our presentation gave a dramatic portrayal 
of this process as our journalist moved from precontemplation to maintenance as he obtained 
new information regarding mental health problems and subsequently changed his behaviour 
and attitudes towards them.
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Learning from the PEL exercise
Applying the TTM to clinical practice
The PEL has led to me to develop a greater awareness of the complexity of the process of 
change. The TTM was designed to be used across theories, clients and interventions 
(Satterfield et al, 1995) and since the PEL, I have found this model beneficial in 
understanding clients’ readiness to change and engage therapeutically (Derisley & Reynolds, 
2000). I recently began working with a client who described some ambivalence about 
addressing his anxiety during the initial assessment. He described the impact his anxiety was 
having on his life and that family members and other professionals involved in supporting 
him were very keen for him to seek support. However, he described uncertainty about what 
would be expected of him and concerns that it may be too difficult for him to address his 
difficulties. On discussing this in supervision I felt that the client may be in the 
contemplation stage as he was thinking about making a change and appeared to be weighing 
up the pros and cons of committing to this decision. Knowledge of the client’s stage of 
change also informed the work that we initially engaged with in our sessions. We were able 
to work collaboratively to discuss the advantages and disadvantages of making changes 
regarding his anxiety using a decisional balance, which Prochaska et a l (1994) suggest may 
encourage the client to move from the contemplation to action stage.
However, it has been argued that even when the stage of change is identified and the client 
begins to move closer towards the action stage this does not necessarily mean change will 
occur or be sustained (West, 2005) and therefore the usefulness of the TTM can be 
questioned. West (2005) also argues the TTM appears to overlook the role of unconscious 
process and associative learning in the maintenance of behaviours. Certainly, the early 
sessions with this client focused on his conscious decision making processes in examining 
the advantages and disadvantages of making changes. On reflection although the TTM was 
useful regarding our presentation, in clinical practice I feel greater awareness and exploration 
of other factors, such as unconscious processes, would have developed a richer 
understanding and formulation regarding the client’s uncertainty about addressing his 
anxiety.
Learning from the task and group process
Reflecting on my own feelings of uncertainty regarding my role in the group and anxiety 
concerning the task in the early sessions has led me to consider that this may be similar to
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the experiences of some clients at the start of therapy. As a result I recognise the importance 
of providing space to discuss anxieties and to clarify roles and tasks early on, and this is 
something I have tried to establish in my clinical work. Through the approach we took to the 
PEL and the research we carried out regarding attitudes towards mental health I have further 
developed my awareness of the discourses present in our society. This will be important for 
my future practice in understanding some of the barriers to individuals seeking support such 
as stigma and the social exclusion some of my clients may experience.
I have also learnt that when I am experiencing uncertainty and anxiety I tend to concentrate 
on the content of my work and look for structure rather than focusing on the process I am 
going through. This task has therefore developed my awareness of the processes I may go 
through when faced with uncertainty in my clinical practice. As a result I recognise the 
importance of reflecting on the process of therapy and how the therapeutic relationship 
develops rather than overly focusing on the content and structure of the sessions.
I feel the process that our group went through during the PEL was fundamental to our 
development. The exercise enabled us to develop our understanding of each other and the 
strengths and differences we each bring to the group. We have learnt to communicate more 
effectively and have developed our confidence in addressing issues that are sometimes 
difficult at an earlier stage. This has been valuable in fostering discussions regarding the 
challenges we have encountered so far in our training and in reflecting on our clinical 
practice together during subsequent CDG’s. The group process also highlighted to me the 
intricacy of group dynamics and the contribution of diverse individual characteristics to this. 
This understanding will be helpful in future group work I am involved in both as a facilitator 
and as a participant. Finally, the sense of pride and achievement we gained from putting 
together a well received presentation that we enjoyed has also developed our group identity 
and bond. This will be essential as we navigate our way through the highs and lows of our 
training over the next three years together.
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Introduction
At the start of our second year of clinical training we were given a problem based learning 
(PEL) exercise titled ‘Working with people in later life, their families, and the professional 
network’. We were allocated to working in groups consisting of second and third year 
trainees, bringing together the members of two pre-existing case discussion groups (CDGs). 
We were asked to consider a case example involving an older adult, to explore the issues 
surrounding the case and consider prompt questions provided. Finally, we were asked to 
prepare a presentation to the wider cohort and course team. This account aims to firstly 
reflect on the approach our group took to the ‘problem’ and then on our group process, 
considering these areas in terms of their application to clinical practice. Finally, in my 
conclusion I will reflect on the value of this learning experience and consider learning points 
in terms of my future practice.
The frroblem^
The PEL was organised around a case example of an older adult (69 years old) referred to a 
psychology department for an assessment of his short-term memory problems and care 
needs. The example provided the current context and background to the presenting problem 
(see appendix 1) which highlighted the concerns of professionals and family members 
regarding the referred client’s (Mr Nikolas) ability to manage his financial affairs, his self- 
care and activities of daily living. The background information also described Mr Nikolas’ 
family relationships, his previous marriage to the mother of his children and highlighted 
conflict between his family and his partner of three years regarding possible financial abuse. 
We were prompted to explore a range of questions regarding this case, such as ‘who, what 
and where is the problem?’ and to consider the ethical issues surrounding it.
Our approach to the task
We initially approached the task by exploring the case information in detail and were 
immediately struck by the complexity of the client’s situation and the many different areas to 
consider. We were acutely aware of the lack of representation of Mr Nikolas’ views in the 
information we had been given. We wondered how he viewed the events leading to his 
referral and how he would describe his life. Subsequently we examined the case information 
from a systemic perspective and explored how the ‘problem’ had been defined and by whom. 
Our discussions led us to consider social discourse regarding standards of cleanliness and 
whose standards Mr Nikolas’ home had been compared to. We wondered if the observations
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regarding cleanliness had been made in an individual some years younger they would have 
been considered to be evidence of a difficulty in coping or a lifestyle choice.
These discussions further highlighted the importance of self-reflection and awareness of 
personal values and standards in my individual clinical work and in working systemically 
with staff teams. I have found this particularly helpful in my learning disability placement in 
discussions with staff members in supported living settings regarding clients’ behaviour 
described as challenging. Here, discussing with staff members their values regarding 
cleanliness and tidiness and those of the referred client was beneficial in considering the 
behaviour of concern in the context of the client’s lifestyle choices.
The early discussions during the PEL led us to consider the perceptions we held of Mr 
Nikolas that had begun to develop as a result of the referral information. These concerned 
perceptions of him as a vulnerable older adult potentially being financially abused, whose 
level of self-care may indicate a difficulty in coping or possibly the early signs of dementia. 
The narrative we were developing was of a ‘good natured’ and possibly frail older adult 
which may also be reflected in wider social discourse regarding older people as ‘feeble’ and 
‘sweet natured’ (Laurent, 1990). However, the background information and genogram 
provided led us to challenge these preconceptions and this formed the focus of our 
discussions and later presentation.
This focus was initiated by information identifying that Mt Nikolas and his ex-wife had their 
first child when she was 14 years old and he 29. We considered the potential significance of 
this information in light of child protection issues and also in the context of the social and 
cultural period in which it occurred. We discussed how considering the case material in this 
light could influence our preconceptions and subsequent clinical work with this client where 
it would be important to explore potential risk issues regarding children. This is highly 
relevant to my clinical practice and has led me to consider how perceptions of frailty and 
vulnerability could mask risk issues. This has also led me to reflect on ethical issues which 
may arise in working with individuals who are at risk of both receiving and carrying out 
abuse themselves. This has also further highlighted the central importance of exploring such 
complex issues in supervision and reflecting on my personal reactions to them.
Focusing on preconceptions was also highly relevant to our clinical practice in light of 
research suggesting that stereotypes can lead to positive or negative attitudes developing 
towards our clients within the first few minutes of meeting them (Strupp, 1996).
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Furthermore, the development of the therapeutic relationship may be influenced by 
transference and counter-transference as both we as therapists and our clients react to each 
other based on our preconceptions (Hill, 2005). Consequently preconceptions may influence 
the formulations we develop, the subsequent therapeutic work and outcome of therapy 
(Strupp, 1996).
Our presentation aimed to give an overview of the approach to the case example we had 
taken and reflected on the factors that had influenced this in terms of our personal 
experiences and the evidence base we had drawn from. I feel the dynamic and collaborative 
approach we took to the presentation was also influenced by inter-group processes as we 
became aware of the unique perspective we had taken which may have increased a sense of 
shared group identity and collective self-esteem (Levine & Moreland, 2004).
The srouv process
Although our group was newly established, due to time constraints we were task focused 
from early on in our meetings. I was aware of my feelings of uncertainty as to my position in 
the group and of others perceptions of me during this period. In hindsight, as is central to 
developing the therapeutic relationships with clients, I feel spending more time developing 
relationships within our group to foster trust and openness for our discussions would have 
been beneficial.
I feel the diversity of group members was significant in influencing the group process and 
how we approached the task. Our group consisted of six female trainees, two third-years and 
four second-years, all in our mid to late twenties. All group members identified themselves 
as white British with English as their first language and all had been bom and raised in the 
South East of England. Although we shared many similarities we each brought unique 
personal and professional experiences to the group influencing the ideas and the 
understandings we developed. This was evident in discussions regarding the perceptions of 
Mr Nicholas some of us held as vulnerable which were in part shaped by our personal 
experiences of individuals his age.
The diversity of group members’ stages of training was also influential in the development 
of the group. Although the knowledge base the third-years brought to the exercise was 
highly valuable, at times 1 perceived there to be a power imbalance between our year groups 
which may have been reflected in the more directive discussions which took place.
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Additionally, as our group was newly formed and was without any allocated leader or group 
chair, this may have led to a jostling for leadership position indicative of the early stage, 
perhaps the 'storming' stage, of our group development (Tuckman, 1965).
On reflection, 1 feel 1 played a valuable role at that time in offering alternative views and 
ideas which may have encouraged greater group discussion and a more collaborative 
decision making process. Wheelan (1994a) has also suggested some degree of conflict 
generated by group discussion can be beneficial in developing an environment in which 
differing opinions can be shared openly. Although, this period involved some competition of 
ideas 1 feel this was valuable in broadening our discussions and approach to the task and 
therefore an essential part of our group development.
We had decided to allocate tasks to be carried out during this exercise by year group due to 
our differing timetables. With hindsight 1 wonder if this decision was also motivated by the 
power imbalance some of us may have perceived and group members’ anxiety in working 
across the year groups, due to feelings of insecurity regarding competency and knowledge. 
This decision may have enabled us to defend ourselves against these feelings by remaining 
in our year groups to carry out tasks. 1 feel this was a limitation in our approach as greater 
cross year working would have allowed more opportunity for sharing knowledge and in 
challenging the anxieties we may have experienced. However, Farrell (2001) has suggested 
that even in highly collaborative groups, creative work is often carried out in dyads where 
close personal relationships exist, enabling a freer exchange of ideas. Reflecting on this has 
been valuable in further developing my awareness of the power imbalance 1 may experience 
or contribute to when working with other professionals and clinical psychologists of 
different degrees of experience. It has also further highlighted the importance of 
collaborative working in beginning to address this.
1 feel personal relationships between group members was also highly influential in the group 
process. Our group brought together the members of two CDG’s which had experienced 
their own developmental processes and challenges. 1 am aware of the challenges in personal 
relationships within my own CDG which were ongoing at the time of our PEL exercise. This 
has led me to contemplate why 1 was drawn to focusing on certain aspects of the group 
process such as the uncertainty in my role within the group and the power imbalance 1 
perceived. 1 wonder if this reflects the insecurity 1 felt regarding my role in my own CDG at 
that time and the sense of disempowerment 1 felt. This has led me to consider how 1 and 
other members of my CDG may have influenced the greater leadership roles the third-years
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took as we may have looked to them for direction due to the uncertainty we were 
experiencing.
Learnins from the PBL exercise
The PBL exercise has been valuable in broadening my knowledge of working with 
individuals across the lifespan. It has highlighted the potential influence of my own 
preconceptions on my clinical practice and the importance of self-reflexivity and supervision 
in my awareness of these. Furthermore, this exercise has highlighted potential ethical and 
risk issues that I may encounter in working with individuals whose perceptions of frailty and 
vulnerability could at times mask risk issues. The PBL exercise also further demonstrated the 
power of referral information and the potential influence of the referrers own values on this. 
This has highlighted the central importance of seeking the views of the client when they have 
not referred themselves. It has also further encouraged me to take a systemic approach to 
referral information which has been particularly helpful in my learning disability placement 
where I have found referral information has often conceptualised the client as ‘the problem’.
The PBL exercise has also further developed my understanding of the complexity of group 
processes and the factors contributing to these. I have a greater awareness of the influence of 
diversity and personal relationships on group dynamics which will be essential in my future 
work in teams. Experiencing a sense of power imbalance during this exercise enhanced my 
awareness of how this may occur in future relationships I develop with other professionals, 
service users and carers outside the therapeutic relationship. It will be important for me to 
draw on this experience and of working collaboratively to address this during this task in my 
future practice.
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Title: Working with People in Later Life, their Families, and the Professional Network 
Problem Based Learning Exercise
What is the problem? Who has the problem? What might happen?
Mr Nikolas is 69, and has been referred to the psychology department for assessment of his 
short term memory problems, and his needs for care. The allocated social worker thinks Mr 
Nikolas is not looking after himself properly -  his fridge has out of date food, his clothes are 
not well washed, and his toilet and bedding are unclean. His GP thinks he is managing well. 
During the period of assessment, Mr Nikolas’ son Alexander, accused Mrs Edwards of 
financial abuse against his father. Social services invoked the Court of Protection and his 
divorced wife agreed to manage his financial affairs. Mrs Edwards, his new non-residential 
partner, was asked by the family not to visit their father/ex-husband any more, in an angry 
doorstep confrontation at her home by the older son. Mrs Edwards contacted the same 
psychology service and asked for their help. Mrs Edwards gave her version of events to Mr 
Nikolas’ two older sisters, who both live abroad.
Some Background Information
Mr Nikolas is the son of a Russian Jewish émigré who married a white English east end 
Londoner. His father left his mother when he was seven and he had no subsequent contact. 
He was raised within the CofE tradition of Christianity, and holds a faith base. It was not 
until he was a mature adult that he learned of his father’s origins at the time of his mother’s 
death. He had always been told his father was an Englishman.
When he was 33, Mr Nikolas married a white English woman who was 15 years younger 
than him, from a Catholic background. She is not practising. They divorced at her instigation 
6 years ago. She had spent the majority of their marriage in receipt of a diagnosis of major 
depression, with bouts of counselling, prolonged anti-depressant medication use, and so on. 
Following the divorce, she was able to cease prescription medication use, took up local 
employment, and developed a new friendship circle. Her older son called her a ‘whore’ when 
he discovered she was seeing another man, romantically.
So, Mr and Mrs Nikolas had two sons, Alexander and James, both now in their thirties. 
James lives abroad and does not keep much in contact with his father. Alexander is local.
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runs a small business and is married to a woman who struggles with eating distress and fears 
of contamination, such that she does not allow their two small children to play in the garden. 
The family do not discuss these matters.
Mr Nikolas has two older sisters, both of whom live in Australia and are not well enough to 
travel to the UK, but wish to be involved in decision making about the future care of their 
brother.
Mr Nikolas was devasted by the divorce and the need to sell the family home for the divorce 
settlement. He moved to a small property nearer his older son and two grandchildren. He 
spent a few years on his own, walking miles every day, and shunning company. Eventually a 
friend persuaded him to join a local history society and he became involved in escorting 
visitors and tourists around museums. There he met Mrs Edwards, a while English divorced 
woman, 2 years older than him. She is financially independent and owns her own home. She 
has PT employment with a stately home in the area, and was a children’s nanny most of her 
life. She has a chronic debilitating health condition that results in joint pains. She has no 
children and no living relatives. She has an active friendship group.
Mrs Edwards and Mr Nikolas became friends and then their relationship became romantic 
and sexually intimate. They have been together for 3 years. They kept their separate houses, 
and spent time in each other’s home. Mr Nikolas asked Mrs Edwards to marry him at the 
time the police instigated the removal of his driving licence. He had been struggling with 
short term memory problems, and when stopped at a police blockade where police were 
redirecting traffic, he refused their instructions and tried to drive on. The police officer 
recognised a ‘psychological’ problem and reported his behaviour to social services. The 
same police officer advised Mrs Edwards that Mr Nikolas needed medical attention. Mrs 
Edwards was uncertain and informed his older son who contacted social services. This 
resulted in the withdrawal of his licence and the confiscation of his car by his older son. His 
ex-wife was observed to drive this vehicle subsequently by Mrs Edwards.
Prompt questions:
Who/what/where is the problem?
How to define the professional network? How might professional roles be defined under 
these circumstances?
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How is leadership shown/to be shown within the professional network, and what might 
collaborative practice look like under these circumstances?
What is the role of the psychologist with respect to Mr Nikolas, his close family members, 
Mrs Edwards and the professional network?
What ethical issues need to be considered?
How is financial abuse to be defined?
The relationship between memory and depression?
The role of life events?
Impact of divorce on grown up children?
The Academic Tutor Team 
September, 2008
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Problem Based Learning Reflective Account 3
How do we know if  lAPT is working?
February 2010 
Year 3
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Introduction
The final year of clinical training began with a problem based learning (PBL) exercise titled 
‘How do we know if lAPT is working?’. We were to work in a small group of second and 
third year trainees and our task was to consider how the effectiveness of lAPT could be 
assessed. The exercise would lead to a presentation of our work to the course team and both 
year groups of trainees. This account aims to reflect on how our group carried out this 
exercise and also on our group process. This account will also explore how I have applied 
and re-evaluated the learning from this exercise in subsequent clinical practice.
The ‘problem’
The PBL focused on the challenges of evaluating lAPT services which were commissioned 
to support the implementation of National Institute for Health and Clinical Excellence 
(NICE) guidelines for depression and anxiety disorders. lAPT services aim to promote 
access to treatment for an estimated 6 million people in the UK reported to be experiencing 
anxiety and depression. Pilot LAPT services have reported outcomes such as improved client 
health and wellbeing and client satisfaction regarding the service. With a further £33 million 
invested in LAPT over the past three years the question of how services are evaluated is very 
timely. We were provided with some prompt questions to consider in approaching this task 
e.g. ‘What questions need to be asked about LAPT?’ and ‘What outcomes would be valued 
by different stakeholders?’ (See Appendix 1).
Carrvins out the PBL task
Initially we met as a group to discuss our approach to the task and to explore the prompt 
questions. We considered the purpose of measuring outcomes set out by the LAPT outcomes 
toolkit (DOH, 2009) e.g. to facilitate care planning and monitor progress, to monitor 
performance at local, regional and national levels and to aid service development. We 
explored the outcome measures employed in LAPT services, aspects of their validity and 
reliability and the areas they focus on e.g. health and wellbeing. This led to discussions of 
the potential benefits of frequent measurement in evaluating outcomes in our future practice 
as this may counterbalance ‘spikes’ in scores occurring pre and post therapy providing a 
more accurate picture of change (Laurenceau et al, 2007).
During these early discussions we were struck by the volume of outcome measures (a 
minimum of five) required to be completed at each appointment. We were curious about the
Problem Based Learning Reflective Account: Year 3
60
Volume 1: Academic Dossier
process of completing these measures, how this may be experienced by the individuals 
involved and this formed the focus for our subsequent presentation. We considered the 
influence of frequently completing outcome measures on the therapeutic relationship. 
Considering the centrality of the therapeutic relationship to the outcome of therapy (Shirk & 
Karver, 2003) we wondered how the pressures clinicians and clients may experience in 
demonstrating change may affect the development of this relationship and in turn the 
outcome of therapy. This is highly relevant to my clinical practice and these discussions have 
led me be more mindful of the timing of asking clients to complete outcome measures, of 
how the purpose of these are explained and of the impact this could have on the therapeutic 
relationship.
Discussing the process of completing outcome measures led us to consider how this 
information is fedback to various stakeholders and whether this routinely occurs in services. 
These discussions were valuable in the context of my current placement where outcome 
measures completed pre and post treatment may not be routinely fedback to clients. 
Considering some of the possible reasons why this may occur (e.g. time pressures, 
information being overlooked or assumptions regarding the value of this information to 
clients) has encouraged me to question ‘taken for granted’ practises and the beliefs that may 
underlie these within teams. This has been a learning point for me and has highlighted the 
value of remaining curious about team practises and culture and the role I may take in 
continuing to discuss these within the teams I work.
Considering the outcomes valued by different stakeholders during the PBL exercise has also 
been highly influential in developing my awareness of gathering a broader range of 
outcomes in my clinical practice. Discussing this issue with my placement supervisor has 
encouraged me to consider the socially constructed nature of outcome measures (Carr, 2000) 
and the importance of gathering feedback from clients regarding a wider range of outcomes 
that they identify as valuable e.g. changes in the quality of relationships noticed by clients 
and by the system surrounding them.
At the end of the PBL task we produced a presentation interwoven with role plays to 
illustrate the process and experience of gathering outcome data that LAPT stakeholders may 
undergo. In producing the presentation we separated into two smaller mixed year groups one 
developing slides regarding the outcome measures and the other developing the role plays. 
Although working in smaller groups enabled us to focus on completing these tasks, I feel this 
led to some difficulties in collaborating and in offering alternative suggestions. This was
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evident to me when discussing the role play characters that I felt were somewhat devaluing 
of certain professionals. I felt able to offer my views diplomatically leading to further 
discussions and changes to the role play. I think these discussions were beneficial to our 
group development in creating opportunities to discuss differing perspectives and in 
developing our thinking regarding the task (Wheelan, 1994a). This experience has also 
further developed my confidence in offering alternative views on placement e.g. in initiating 
discussions within the family therapy team regarding cultural influences and roles within 
families.
The srouv process
Previous PBL exercises and training experiences have highlighted to me the value of taking 
time to develop relationships with colleagues and clients in developing therapeutic and 
professional relationships. Consequently, I felt it was essential for our new PBL group to 
take time to get to know each other at the start of this task. I feel this reflected a move away 
from the task oriented approach I took at the start of training, perhaps partly driven by 
feelings of uncertainty and anxiety leading me to focus on the content of the task. Through 
supervision and reflective practice I have learnt to slow my pace and pay greater attention to 
the process of therapy and the establishment of the therapeutic relationship. Reflecting on 
this has also led me to recognise how I have become more comfortable over the course of 
training with the sense of uncertainty often present in clinical work and when working with 
new groups and other professionals.
I feel taking time to develop relationships between group members enabled us to discuss our 
expectations and anxieties about working together early on in our meetings. Both second and 
third years identified common concerns regarding the expectations they perceived the other 
year group to have of them. I was also aware that at times the second years appeared to look 
to the third years for direction. This led me to reflect on similar feelings and the power 
imbalance I had experienced during a previous PBL task in my second year also working 
with third years. During that task I felt my insecurity regarding my knowledge base and 
competency contributed to the third years being positioned in leadership roles creating a 
power imbalance and my feelings of insecurity being maintained.
Reflecting on this was highly influential in the role I took in the group and in our group 
process. I feel this led me to take a valuable role in discussing the anxieties group members 
shared about working together. These discussions enabled us to consider the unique
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experiences and knowledge we each brought to the group regardless of our training stage. 
Although I was mindful that this group experience would be different from my second year 
PBL drawing on my experience of the power imbalance also led me to take an active role in 
facilitating discussions where group members ideas about the task were heard and valued. I 
feel this was influential in the collaborative approach we took and led to less competition for 
position within the group that may be characteristic of this early point in group development 
(Tuckman, 1965). I also recognise the influence my interest in systemic psychotherapy had 
on my role and approach within the group. Working as part of a family therapy team on 
placement has furthered my understanding of the importance of taking time to hear from 
different members of the system (family or professional) and to consider the multiple 
perspectives held regarding the ‘problem’ (Carr, 2000).
Considering my role within these discussions and the influence of the group members’ stages 
of training on the group process has encouraged me to think about how I approach work with 
colleagues at different stages in their careers and in varying positions of power. This is also 
timely as I approach the end of my training and start to explore the style I may later develop 
as a supervisor. This has led me to consider the value of models of supervision which take 
into account the supervisee’s stage of training, previous knowledge and experience alongside 
the tasks and functions of supervision such as supporting, skills modelling and providing 
opportunities to reflect on process issues (Holloway, 1995).
I also feel the diversity of group members was influential in our group process, the roles that 
we took within the group and how we carried out the PBL task. Our group comprised one 
male and six female trainees with the majority describing their ethnicity as White British and 
one trainee as Black British. On reflection I wonder how our ethnicity and gender 
contributed to the choice of characters we role played in our presentation e.g. a male in a 
position of power and authority. Although we did not discuss this within our group I believe 
this would have been valuable in exploring our perceptions of the relationship between 
power, gender and ethnicity, issues that are highly relevant to our clinical practice and team 
working.
Final reflections and learnin2 from this exercise
I found this experience valuable in further developing my thinking regarding the use of 
outcome measures in clinical practice, service evaluation and development. Considering the 
process of completing these measures for clients and clinicians has developed my awareness
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of the impact this could have on the therapeutic relationship and the outcomes of therapy. 
This has been influential in encouraging me to consider alternative approaches to gathering 
outcome information alongside routine outcome measures and has highlighted the 
importance of co-constructing with clients measures of outcome they value. I have also 
considered learning from this exercise in terms of my future practice. As such I recognise the 
importance of gathering feedback from service users and clinicians about their experience of 
completing outcome measures in order to develop this process within the services in which I 
work.
Working with second year trainees has also enabled me to reflect on my development over 
the past year in terms of my knowledge base and confidence. This became clearer to me in 
the greater leadership role I sometimes took and is valuable in considering how I approach 
working with individuals at different stages in their professional development, which will be 
essential to later supervisory roles I may take. Reflecting on the group process has also 
further developed my awareness of the influences on this such as power imbalances. This has 
highlighted the importance of valuing others’ contributions and working collaboratively in 
beginning to address power imbalances I may experience.
Through this exercise I have become further aware of the role I may take in groups in 
facilitating and approaching challenging discussions whilst maintaining relationships with 
group members. Furthermore, experience in this task has led me to consider ‘taken for 
granted’ practises occurring in groups and teams. Continuing to develop confidence and 
skills in approaching discussions of such issues throughout the remainder of training and 
post-qualification will be important to working in teams, in systems and in later clinical 
leadership roles I develop.
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‘The Problem’
How do we know if lAPT is working?
The Improving Access to Psychological Therapies (LAPT) programme was commissioned in 
response to the economic arguments of Lord Layard. The Department of Health have 
committed funding rising to £173 million to the programme which has one principal aim: to 
support Primary Care Trusts in implementing National Institute for Health and Clinical 
Excellence (NICE) guidelines for people suffering from depression and anxiety disorders. At 
present, only a quarter of the 6 million people in the UK with these conditions are in 
treatment, with debilitating effects on society.
The programme began in 2006 with Demonstration sites in Doncaster and Newham focusing 
on improving access to psychological therapies services for adults of working age. In 2007, 
11 LAPT Pathfinders began to explore the specific benefits of services to vulnerable groups. 
These pilot services, through routine collection of outcome measures, showed the following 
benefits for people receiving services:
• Better health and wellbeing
• High levels of satisfaction with the service received
• More choice and better accessibility to clinically effective evidence-based services
• Helping people stay employed and able to participate in the activities of daily living
On World Mental Health Day 2007, Health Secretary Alan Johnson armounced substantial 
new funding to increase services over the next three years:
£33 million for 2008/9
• A further £70 million to a total of £103 million in 2009/10
• A further £70 million to a total of £173 million in 2010/11
This funding will allow:
• In 2008/09 34 Primary Care Trusts to implement LAPT services, with more to follow 
in the next two years
• Regional training programmes to deliver 3,600 newly trained therapists with an 
appropriate skill mix and supervision arrangements by 2010/11
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• 900,000 more people to access treatment, with half of them moving to recovery and
25,000 fewer on sick pay and benefits, by 2010/11.
Adapted from the NHS lAPT webpages - http://www.iapt.nhs.uk/
You have been asked to prepare a consultancy report on how the effectiveness of lAPT can 
be assessed.
You might want to consider:
.. .something about the questions that need to be asked about lAPT
...something about the designs, methodologies and analyses that could be utilised to address 
these questions
.. .something about the training and competencies of the lAPT workforce 
.. .something about the outcomes that will be valued by different stakeholders 
.. .something about the translation of findings into policy and practice
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Summary of Personal and Professional Learning Discussion
Group Process Account 1
September 2008 
Year 1
69
Volume 1: Academic Dossier
This account gave an overview of my perception of the development of my personal and 
professional learning discussion group (PPLDG) over the first year of clinical training and of 
my contributions to this process. I discussed the factors that may have influenced the group 
development and the work that was carried out e.g. the diversity of group members and our 
individual characteristics.
I also reflected my role in the group, such as in opening discussions. I felt this enabled us to 
talk about some of the difficulties we encountered over the year e.g. regarding commitment 
to the group and group dynamics. I felt these conversations were integral to our groups’ 
development. Additionally, it further highlighted the importance of building relationships 
with colleagues (e.g. within multidisciplinary teams) to facilitate joint working.
This account also offered an outline of some of the work carried out in the PPLDG such as 
case presentations and exploring our own cultural identity. I reflected on how I applied 
learning from the discussions within the PPLDG and from the group process to my clinical 
practice and development. For example, the experience of peer supervision regarding clinical 
practice within the PPLDG developed my confidence in presenting cases and discussing 
uncertainty about aspects of my work within the group. I feel this was also reflected in my 
first clinical placement as my confidence contributing to clinical meetings and discussing 
cases with my colleagues also grew.
Summary o f Personal and Professional Learning Discussion Group Process Account Summary:
Year 1
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Summary of Personal and Professional Learning Discussion
Group Process Account 2
July 2009 
Year 2
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This process account reflected on the development of my personal and professional learning 
discussion group (PPLDG) over the second year of my clinical training. Here, I reconnected 
with some of the themes discussed in the first process account to illustrate the continuity of 
the groups’ development. I discussed the changes that took place within the group over the 
second year as one group member left and the feelings of loss and adjustment group 
members experienced during this. I drew on ideas from Narrative Therapy in illuminating 
how the dominant stoiy of our group changed over the year, was thickened through our 
discussions and by our facilitator witnessing these.
This account also considered how learning from these experiences has influenced my 
professional development and my clinical practice. For example, reflecting on the group 
process was highly valuable to further developing my understanding of the therapeutic 
relationship, unexpected endings in therapy and working in teams. Consequently, I feel this 
has enabled me to pay greater attention to the processes occurring in teams and to the 
complexity of group dynamics which will be essential to my future work.
I also reflected on our discussions regarding our professional identities and roles as clinical 
psychologists in teams. I found these discussions inspiring and reflected on how they 
developed my view of my future role and potential to facilitate change at wider social and 
political levels.
Summary o f  Personal and Professional Learning Discussion Group Process Account Summary:
Year 2
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Adult Mental Health vlacement
Clients
Adults aged 18 to 65 years referred to a Community Mental Health Team (CMHT). Young 
adults and adults aged 17 to 35 years referred to an Early Intervention in Psychosis Team 
(EIIP).
Settings
CMHT offices, clients’ homes, adult mental health inpatient rehabilitation.
Model o f therapy
Cognitive Behavioural Therapy (CBT)
Types o f  work
CBT and relapse prevention with individuals with a range of difficulties e.g. obsessive 
compulsive disorder, depression, anxiety, psychosis, social anxiety and Asperger Syndrome. 
Work with clients’ families and partners. Joint work with a Clinical Psychologist during a 
Cognitive Behavioural Family Intervention for a client diagnosed with psychosis. Group 
work: Leading two mental health promotion group sessions in an adult mental health 
inpatient rehabilitation setting. Working with a service user to co-facilitate a group session
Assessments
Neuropsychological assessment for cognitive difficulties following a head injury, assessment 
for a possible learning disability. Use of standardised psychometric assessment measures. 
Assessments with individuals referred to psychology for a range of presenting difficulties 
e.g. social anxiety, obsessive compulsive disorder, psychosis. Joint assessment with team 
members.
Teaching, training and presentations
Offering supervision to unqualified staff running mental health promotion group sessions in 
an adult mental health inpatient rehabilitation setting. Supporting an Occupational Therapy 
technician developing an activity programme also in this setting.
Presentation with a Community Psychiatric Nurse to unqualified staff working with 
individuals experiencing episodes of psychosis. Presentation of findings of Service Related 
Research Project (SRRP) to the EIIP team. Case presentation of CBT work with a client to 
the EIIP Team.
Overview o f  Placement Experiences Across Training
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Service development work
SRRP: An audit of interventions and evaluation of client outcomes in an EIIP team. The 
findings were disseminated to the EIIP Team. Recommendations such as the use of 
standardised outcome measures were subsequently put into place and developed. Attendance 
at carers group for families from the EIIP service to discuss their evaluations and feedback in 
order to develop the service.
Learnins Disabilities vlacement
Clients
Adults referred to a Community Team for people with Learning Disabilities (CTPLD).
Model o f therapy
Cognitive behavioural and Systemic approaches.
Settings
Residential homes, day centres, CTPLD offices.
Types o f work
Individual work with clients with a range of diagnoses e.g. cerebral palsy. Autistic spectrum 
conditions and experiencing a range of difficulties such as anxiety. Consultation and work 
with day centre and residential home staff. Joint work with Speech and Language Therapist 
for a client with severe communication difficulties. Working in the reflecting team in the 
family therapy clinic. Group work: Writing and co-facilitating a psychological wellbeing 
group in a day centre.
Assessments
Individual assessments for clients referred to psychology in the CTPLD with a range of 
difficulties e.g. anxiety and bereavement. Neuropsychological assessments e.g. for possible 
dementia and possible learning disability. Functional assessment of ‘challenging behaviour’.
Teaching, training and presentations
Co-facilitated presentation to day centre staff regarding ‘Intensive Interaction’. Co-facilitated 
consultation to residential staff regarding a client’s behaviour the service found challenging
Overview o f  Placement Experiences Across Training
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Service development work
Jointly planning and developing a pilot for ‘Intensive Interaction’ with other professionals 
and trainee clinical psychologist. Participation in an audit of client referrals and outcomes.
Children and Adolescents
Clients
Children and adolescents aged 5 to 18 years, referred to a Child and Adolescent Mental 
Health Service (CAMHS) and a Community Learning Disability Team.
Model o f therapy
Cognitive behavioural Therapy and Systemic and Narrative therapy.
Settings
CAMHS offices, schools, GP surgery, inpatient hospital medical ward 
Types o f  work
Individual work and work with families for clients with a range of diagnoses such as Autistic 
spectrum conditions, Tourette’s syndrome, depression and social anxiety. Working in the 
reflecting team in the family therapy clinic with families with children with learning 
disabilities.
Assessments
Weekly assessments with the multidisciplinary team in triage clinics for new CAMHS 
referrals. Assessments for children referred to psychology within CAMHS for a range of 
difficulties e.g. social anxiety and depression. Assessments of cognitive and educational 
attainment. Use of a range of psychometric assessment measures.
Teaching, training and presentations
Presentation to multidisciplinary group of professionals: Working with young people 
experiencing anxiety from a CBT approach.
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Advanced Comvetencies vlacement: Children and Adolescents 
Clients
Children and adolescents aged 5 to 18 years, referred to a Child and Adolescent Mental 
Health Service (CAMHS). Children under 5 referred to a community child assessment 
service.
Model of therapy
Systemic and Narrative therapy.
Settings
CAMHS offices, clients’ homes, community based child assessment service.
Types of work
Individual and work with families for clients with a range o f difficulties such as feeding 
difficulties. Cystic Fibrosis, social anxiety, agoraphobia and relationship difficulties in the 
family system. Co-leading family therapy sessions and working in the reflecting team in the 
family therapy clinic. Joint consultation with a clinical psychologist to a community child 
assessment service.
Assessments
Assessments for children referred to psychology within CAMHS for a range o f presenting 
problems. Joint assessments with other professionals e.g. within a child assessment service. 
Assessment of cognitive and educational attainment. Use o f psychometric assessment 
measures.
Teaching, training and presentations
Presentation to clinical psychologists: NICE guidelines for Borderline personality disorder, 
implications for CAMHS.
Older Adults 
Clients
Adults over 65 years, referred to specialist stoke and physical rehabilitation service in a 
hospital setting.
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Model of therapy
Cognitive Behavioural Therapy and Rational Emotive Therapy.
Settings
Inpatient hospital setting, clients’ homes, day hospital.
Types of work
Individual work, work with family and carers for a range o f presenting difficulties e.g. 
depression, fear o f falling, post stroke adjustment, physical health problems. Group work: 
leading relaxation training group, leading one session in a fear o f falling group.
Assessments
Assessments for older adults and carers referred to the psychology service. Joint assessments 
with other professionals e.g. physiotherapist. Neuropsychological assessments regarding 
memory and cognitive difficulties. Use o f a range o f psychometric assessment measures.
Teaching, training and presentations
Presentation and training to multidisciplinary professionals: Screening for depression after 
stroke. Presentation to clinical psychologists: A pilot relaxation training group on an 
inpatient stroke unit. Regular case presentations using power point in group supervision.
Service development work
Developing and running a pilot relaxation training group on a post-acute inpatient stroke 
ward. Audit o f the use o f measures to screen depression after stroke on an inpatient stroke 
ward.
Overview o f  Placement Experiences Across Training
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Summary of Adult Mental Health Case Report 1
Cognitive behavioural therapy with a woman in her sixties 
experiencing feelings o f anxiety and panic attacks.
April 2007 
Year 1
Statement of anonymity and confidentiality 
Please note that some details contained within this case report have been changed to preserve 
anonymity. All names used within this report are fictitious.
Written consent was obtained from the client prior to submitting this case report and consent 
documentation is contained on the client’s file.
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Julie was a white, middle class woman in her early sixties referred to the psychology service 
in a mental health team. Julie had been experiencing feelings of anxiety and panic at the time 
of referral. She also described a loss of pleasure in activities and felt low in mood at times.
A Cognitive Behavioural Therapy (CBT) approach was taken to developing a collaborative 
formulation of her difficulties and a subsequent intervention plan. The sessions encompassed 
a graded approach to overcoming avoidance, behavioural experiments to address ‘safety 
behaviours’, and scheduling pleasurable activities to improve her low mood. Cognitive 
restructuring techniques were introduced to support Julie in evaluating cognitions and beliefs 
she held about herself that may have been contributing to her difficulties. Julie’s husband 
attended four sessions with her. He reported this further developed his understanding of her 
difficulties and enabled him to support her work outside the sessions.
Julie made progress towards her goals (e.g. visiting the supermarket) and reported greater 
confidence in managing feelings of anxiety and low mood, however she experienced several 
setbacks during the course of the sessions. It was felt that extending her sessions would 
enable the barriers to her progress and her setbacks to be further explored. At the time of 
writing this case report Julie and I were engaged in this work, in consolidating helpful 
aspects of the sessions and reflecting on her achievements. She would also be asked to 
complete outcome measures regarding anxiety and low mood at the end of her sessions.
Summary o f Adult Mental Health Case Report 1
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Summary of Adult Mental Health Case Report 2
Cognitive behavioural therapy and relapse prevention with a 
man in his early twenties with a diagnosis o f first episode
psychosis
September 2007 
Year 1
Statement of anonymity and confidentiality 
Please note that some details contained within this case report have been changed to preserve 
anonymity. All names used within this report are fictitious.
Written consent was obtained from the client prior to submitting this case report and consent 
documentation is contained on the client’s file.
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Alex was a white, middle class man in his early twenties referred to psycholo^ in a mental 
health team following an episode of psychosis. Alex hoped to develop his understanding of 
his experience. Alex described some distress regarding concerns his bedroom may be 
‘bugged’ by his friends so they could ‘keep an eye’ on him. He avoided discussing his 
experiences due to fears of negative evaluation which also led him to withdrawal from his 
friends.
A Cognitive Behavioural Therapy approach was taken to developing a shared understanding 
and formulation of Alex’s experiences, and to addressing his concerns. Working at an 
appropriate pace and taking a curious, non-judgemental approach was central to developing 
trust within the therapeutic relationship, enabling Alex to disclose his ongoing experiences. 
Cognitive restructuring techniques and behavioural experiments were introduced to enable 
Alex to evaluate his beliefs, and consider alternative less distressing explanations. Relapse 
prevention work involving psychoeducation and developing coping skills was also 
completed.
At the time of writing the sessions were ongoing. Alex found cognitive techniques helpful in 
considering alternative explanations for experiences and reported less conviction in beliefs 
he found distressing. He felt the formulation enabled him to understand his experiences 
beyond the constraints of a diagnostic framework which he had found stigmatising. 
Outcomes regarding social functioning were considered. Alex reported increased social 
contact with friends and less anxiety regarding this. He had returned to work and secured a 
university place. Outcome would also be assessed using psychometric measures at the end of 
the sessions.
Summary o f Adult Mental Health Case Report 2
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Summary of Learning Disability Case Report
An extended assessment with a man with learning disabilities 
presenting with behaviour that challenged services
April 2009 
Year 2
Statement of anonymity and confidentiality 
Please note that some details contained within this case report have been changed to preserve 
anonymity. All names used within this report are fictitious.
Written consent was obtained from the client prior to submitting this case report and consent 
documentation is contained on the client’s file.
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Peter was a white, British man in his mid forties, diagnosed with a learning disability, 
Down’s syndrome and significant verbal communication difficulties. Peter was referred to 
psychology in the community team for people with learning disabilities (CTPLD) by the 
manager of his residential home. The referral was prompted by police involvement regarding 
Peter taking items without payment from shops and hoarding these in his bedroom. The 
referral requested an assessment of these behaviours in order to plan Peter’s support. 
Consent was sought from Peter regarding the assessment however, the CTPLD, his family 
and staff did not feel he had the capacity to consent. A ‘best interest’ decision was made to 
complete the assessment in light of identified risk issues.
An extended assessment was carried out with Peter, his family and residential home staff. 
This involved completion of the CTPLD challenging behaviour assessment protocol, an 
assessment of intellectual functioning and receptive language. A wide range of information 
was gathered e.g. concerning Peter’s behaviours, personal qualities, coping style, physical 
health, environment and background. This enabled a detailed formulation to be developed 
considering both individual and systemic factors.
Recommendations regarding the behaviours of concern were subsequently developed with 
and discussed with Peter and his support system. These drew on clinical practice guidelines 
and positive behavioural support approaches. They focused on lifestyle changes, system 
changes and proactive strategies e.g. increasing leisure activities and staff support. The 
recommendations and behaviours of concern would be regularly reviewed by the CTPLD 
and home to evaluate the outcome.
Summary o f Learning Disability Case Report 3
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Summary of Advanced Competencies Case Report
Narrative Therapy with a girl in her early teens troubled by 
Worry ’ and ‘Doing things ’
March 2010 
Year 3
Statement of anonymity and confidentiality 
Please note that some details contained within this case report have been changed to preserve 
anonymity. All names used within this report are fictitious.
Written consent was obtained from the client prior to submitting this case report and consent 
documentation is contained on the client’s file.
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This case report gave an overview of clinical work from a Narrative Therapy NT approach 
with a white, British girl, in her early teens with a strong Catholic faith. Alice had been 
referred by her GP to a Child and Adolescent Mental Health Service as she had been 
experiencing feelings o f ‘anxiety and panic’, worries about being away from home and 
vomiting. She also described feeling compelled to ‘do things’ (e.g. unplug items) she 
believed would prevent illness or death. Alice had received previous support regarding 
similar difficulties and felt disheartened at her ‘step back’. The initial formulation 
highlighted Alice’s dominant problem saturated narrative as a ‘worrier’, powerless and 
vulnerable.
The Narrative Therapy approach involved collaborative eonversations externalising the 
problems, exploring their effects and tracing their history. Deconstructing problems enabled 
ideas underlying them to become available for questioning, opening possibilities for change 
e.g. religious practices from which ‘Dong things’ to prevent illness or death had developed 
and whieh Alice wished to change. Discovering unique outcomes and tracing the history o f 
these enabled an alternative more helpful narrative to emerge.
The outcome suggested an alterative story o f Alice as a determined and ‘feisty’ person had 
begun to develop empowering and guiding her against the problems. Alice felt ‘the W orry’ 
and ‘Doing things’ had less influence in her life. Although an alternative stoiy began to 
develop it was overshadowed at times by the dominance o f her previous problem story. 
Reflections regarding this work and ideas for future learning and practice are discussed.
Summary o f  Advanced Competencies Case Report
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Summary of Oral Presentation of Clinical Activity: Child and 
Adolescent
The development o f engagement skills & understanding o f the
therapeutic relationship
September 2009 
Year 2
Statement of anonymity and confidentiality: Please note that some details contained within 
this case report have been changed to preserve anonymity. All names used within these
documents are fictitious.
Written consent was obtained from the client’s parents prior to submitting this oral case 
report and consent documentation is contained on the client’s file.
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Adam was a White British primary school aged boy who had received a diagnosis of Autistic 
Spectrum Disorder. Adam was referred to a child and adolescent mental health service by the 
family health visitor. The referral described concerns about his non-attendance at school, his 
feelings of anxiety in certain situations (e.g. going out and about ‘germs’), and ‘obsessive 
behaviours’ such as hand washing.
The sessions involved working with Adam and his family from an integrative therapeutic 
approach, involving cognitive behavioural and narrative therapy. The sessions took a graded 
approach to develop Adams’ confidence in entering situations he feared and to addressing 
his concerns about ‘germs’. In the oral presentation I focused on the development of the 
therapeutic relationship with Adam and the importance of my engagement skills in this 
process. The development of a collaborative therapeutic alliance was central to the progress 
of this work. Furthermore, this focus was particularly pertinent considering some of the 
difficulties Adam encountered in social interaction and communication with others.
During the presentation I highlighted the engagement skills I had drawn on such as active 
listening and taking an empathie to ensure Adam’s views and concerns were heard. I also 
described the importance of creativity and fun in increasing Adam’s motivation and 
engagement in the sessions. This facilitated Adam in collaborating in developing a graded 
hierarchy regarding his fears, and carrying out in session practise relating to these. I also 
discussed the value of working with his family in sessions to engage Adam in the work. This 
enabled him to observe the relationships I had developed with other family members, 
increasing his sense of trust. I also described the therapeutic relationship with his mother and 
the importance of this in exploring some of the possible issues contributing to Adam’s 
worries about entering certain situations. This enabled his mother and I to discuss her own 
feelings of uncertainty and anxiety in supporting Adam to manage his fears.
Adam reported to enjoy aspects of the sessions despite finding these anxiety provoking at 
times. He was pleased he was now able to do certain activities he had previously avoided due 
to fears e.g. opening doors due to fears about ‘germs’ on door handles. His mother reported 
increased confidence in entering certain situations with Adam and in her approach to 
supporting him regarding his fears. She also described the beneficial impact of the work on 
the family system with them enjoying greater pleasurable activities together as Adam’s 
worries had begun to lessen.
Summary o f Oral Presentation o f  Clinical Activity: Child and Adolescent
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Research Log
Formulating and testing hypotheses and research questions y
Carrying out structured literature search and literature search tools y
Critically reviewing relevant literature and evaluating research 
methods
y
Formulating specific research questions y
Writing brief research proposals y
Writing detailed reserach proposals/protocols y
Considering issues relating to ethical practice in research, 
including issues o f diversity and structuring plans accordingly
y
Obtaining approval from a research ethics committee y
Obtaining appropriate supervision for research y
Obtaining appropriate collaboration for research y
Collecting data from research participants y
Choosing appropriate design for research questions y
Writing patient information and consent forms y
Devising and administering questionnaires y
Negotiatiing access to study participants in applied NHS settings y
Setting up a data file y
Conducting statistical data analysis using SPSS y
Choosing appropriate statistical analysis y
Preparing quantitative data for analysis y
Choosing appropriate quantitative data analysis y
Summarizing results in figures and tables y
Conducting semi-structured interviews y
Transcribing and analysing interview data using qualitative 
methods
y
Choosing appropriate qualitative analysis y
Interpreting results from quantitative and qualitative data analysis y
Presenting research findings in a variety o f contexts y
Producing a written report on a research project y
Defending own research decisions and analysis y
Submitting research reports for publication in peer-reviewed 
journals or edited books
X
Applying research findings to clinical practice y
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Abstract o f Qualitative Research Project
Exploring Clinical Psychology Trainees' perceptions o f 
pregnancy and motherhood during training
June 2008 
Year 1
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This study adopted a qualitative methodology to explore trainees’ perceptions of pregnancy 
and motherhood during clinical psycholo^ training. Due to the specific nature of the 
research question, the five participants that took part in this study were first year clinical 
psychology trainees from the University of Surrey. Participants each took part in a semi- 
structured interview which was subsequently transcribed and analysed using Interpretive 
Phenomenological Analysis. An interdependent matrix of themes emerged from the analysis 
consisting of four super-ordinate themes and related sub-themes: ‘Coping with the course 
and life ‘Searching fo r stability ‘Is it the right time? ' and ‘Juggling identity and role The 
results highlight the influences on the participants’ decisions to become mothers during 
training. These included their sense of commitment to training, their perceptions of how 
becoming a mother may be viewed by the course and their concerns about balancing the 
stresses associated training and motherhood. The possible implications for the university 
training course and considerations for how this issue could be approached in the future was 
also discussed.
Abstract o f  Qualitative Research Project
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Service Related Research Project
An audit o f interventions and evaluation o f client outcomes in 
an Early Intervention in Psychosis Service
June 2008 
Year 1
94
Volume 1: Research Dossier
Abstract
Objectives: To investigate adherence to the provision of interventions set out in the Mental 
Health Policy Implementation Guide (MHPIG) for Early Intervention In Psychosis Services 
(Department of Health, 2001) and measure the rate of client uptake of these interventions 
during a two year period. This study also aimed to evaluate client outcomes during a two 
year period of engagement in terms of their rates of hospital admissions, medication 
concordance, illicit substance misuse and social functioning.
Design: This study was carried out in two parts. The first part took the form of an audit of 
clinical notes and the second part an evaluation of client outcomes.
Setting: An Early Intervention In Psychosis Service.
Participants: The clinical notes of clients experiencing a first episode of psychosis who had 
been continuously engaged with the team for a minimum period of two years and who had 
not previously received treatment for psychosis (n=15, 13 male and 2 female, age range 17 
years 6 months to 32 years 11 months).
Outcome measures: A two-part data collection form was devised for this study that gathered 
information concerning a) the provision and take up of interventions identified in the 
MHPIG and b) ‘social recovery’ in three domains: education and employment, housing and 
relationships. Information regarding substance misuse, hospital admissions and medication 
concordance was also gathered.
Results: Descriptive statistical analysis revealed the majority of clients were offered the 
interventions audited during the two year period. Reduced rates of hospital admissions, 
substance misuse and an increase in both medication concordance and ‘social recovery’ at 
the end of two years was found.
Conclusions: The team is working towards adhering to the interventions outlined in the 
MHPIG. The client outcomes identified are comparable to those found by Garety et al 
(2006) and Agius et al (2007). The service related implications and recommendations 
include the provision of certain interventions earlier in the course of treatment, the use of 
standardised measures to assess outcome and further study to examine the relationship 
between intervention and outcome.
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Introduction
First episodes of psychosis commonly occur between the ages of 14 to 35 and the symptoms 
can impact on many areas of an individual’s life, such as their psychological and physical 
wellbeing. A greater risk of suicide has been found during the first five years of the onset of 
psychosis, highlighting the need for early intervention (Department of Health, 2001) and a 
decline in social functioning can occur during the initial course of psychosis (Birchwood et 
al, 1998; Wyatt, 1997). Some studies suggest that, following a psychotic episode, 
individuals are less likely to achieve age-appropriate functioning in terms of vocation and in 
aspects of social life (Lieberman et al, 1992). Many individuals continue experiencing 
difficulties in these areas at two year follow-ups (Gupta et al, 1997). Moreover, when 
symptoms of psychosis have reduced, some individuals continue to report a lower quality of 
life in comparison to non-psychiatric populations (Addington et al, 2003).
It has been argued that individuals who experience long durations of psychosis prior to 
treatment may have poorer outcomes (Wyatt, 1991). Birchwood et a l (1998) have 
hypothesised that there is a ‘critical period’ following the onset of psychosis when symptoms 
are most responsive to intervention. Intervention during this period may improve long-term 
outcomes (Department of Health, 2001), encourage recovery to be maintained and reduce 
hospital re-admission rates (Birchwood et al, 1998; Craig et al, 2004).
Early Intervention In Psychosis (EIIP) services were therefore developed to provide 
community based treatment to individuals during the first three years of a presentation of 
psychosis (Department of Health, 2000). Due to the potential impact of psychosis on the 
individual and their family, EIIP Teams aim to provide evidenced-based interventions and a 
wide range of supports (e.g. psychological therapies, pharmacological interventions and 
support regarding education and employment) in line with NICE guidelines for 
Schizophrenia (2002) and the Mental Health Policy Implementation Guide for Early 
Intervention In Psychosis (MHPIG) services (Department of Health, 2001).
There has been some controversy surrounding the provision of EIIP services as some 
individuals relapse and many develop ongoing symptoms, despite this specialist input 
(Wiersma et al., 1998, cited in Garety et al., 2006). However, research indicates EIIP 
services may have a beneficial effect on a range of outcomes including social and vocational 
functioning (Garety et al., 2006) and quality of life (Addington et al., 2003). A study by 
Agius et al. (2007) comparing clients receiving EIIP services with those receiving support
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from a community mental health team also indicated the effectiveness of these services. A 
greater number of EIIP clients had returned to education or employment, were living in the 
family home and had stopped using illicit substances. Greater concordance with medication 
and lower incidences of relapse, re-hospitalisation and suicide attempts were also found in 
the EIIP clients.
The current study is set within an EIIP Team and aims to examine the provision of 
interventions that are offered, in line with the MHPIG, and the uptake of these by clients. 
This may provide insights into areas of good practice and improvement for the team as these 
interventions are considered to be essential components of successful EIIP services 
(Department of Health, 2001).
This study will also investigate a range of client outcomes, e.g. rates of hospital admissions, 
medication concordance and illicit substance misuse. These have previously been employed 
by other authors (e.g. Agius et al, 2007, Garety et a l, 2006) as outcome measures for EIIP 
services. Due to the potential impact of psychosis on social functioning, there has also been 
greater emphasis on this as an outcome measure (Lenior et al, 2001). Garety et a l (2006) 
have previously examined ‘social recovery’ relating to specific aspects of social functioning, 
namely educational and vocational status, housing status and relationships. These authors 
suggest ‘social recovery’ may indicate the value of the focused work carried out by an EIIP 
team in these areas. This study will therefore employ this definition of ‘social recovery’ to 
examine client outcome in terms of social functioning.
Aims and Objectives:
1. To investigate the team’s adherence to the provision of key components of 
intervention set out in the MHPIG (see Appendix 2).
2. To measure the rate of client uptake of interventions during a two year period of 
engagement with the EIIP Team.
3. To evaluate client outcomes during a two year period of engagement with the team 
in terms of their rates of hospital admissions, medication concordance, illicit 
substance misuse and ‘social recovery’.
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Method
Design
This study was carried out in two parts. The first part (Part A) took the form of an audit of 
clinical notes and the second part (Part B) an evaluation of client outcomes.
Participants
The clinical notes of clients experiencing a first episode of psychosis who had been 
continuously engaged with the team for a minimum period of two years and who had not 
previously received treatment for psychosis were selected for this study (n=15). Thirteen of 
these clients were male and two female, the age range at referral was 17 years 6 months to 32 
years 11 months old (See Appendix 1 for client descriptions).
Measures
A two-part data collection form (Appendix 2) was devised for this study. Part A listed 
interventions identified in the MHPIG as key elements of effective EIIP services. The form 
gathered information regarding whether these interventions had been offered and taken up 
during the first and second years of engagement.
Part B of the form gathered information concerning ‘social recovery’ in three domains: 
education and employment, housing and relationships. Client functioning in each of these 
domains was categorised as ‘no recovery’, ‘partial recovery’ and ‘full recovery’ with 
definitions of these categories included on the data collection form (see Appendix 2). These 
categories had previously been defined and employed by Garety et al. (2006) as an outcome 
measure. This information was gathered at the point of referral and at the end of the client’s 
first and second years of engagement.
Information regarding substance misuse, hospital admissions and medication concordance 
(as previously employed as outcome measures by Agius et a l (2007) and Garety et a l 
(2006) were gathered using Part B of the form. Medication concordance was considered in 
three categories; non-concordance (refusal to take medication), partial concordance (erratic 
compliance, regular prompting required) and full concordance (medication taken regularly, 
no prompting required).
Procedure
The data collection form was piloted with three client files. It was found that, due to time 
constraints and lack of information in client files, an audit of all interventions outlined in the
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MHPIG would not be possible. Consequently, changes were made to the data collection form 
(e.g. the removal of some interventions and the reasons for non-take up of interventions).
Data collection was carried out by the researcher using the aforementioned form. Clients’ 
clinical notes across a two year period were examined. In order to account for temporal 
fluctuations in ‘social recovery’, information was gathered from clients’ clinical notes at two 
months following their referral and at two months on either side of the end of their first year 
and second year of treatment.
Care co-coordinators in the team whose client data had been examined were then provided 
with information regarding the nature of the study and a blank data collection form. They 
were asked to familiarise themselves with the form and to re-acquaint themselves with the 
identified clients files. Meetings were arranged in order to complete areas of missing data.
Data from the forms were inputted into an Excel spreadsheet and descriptive statistical 
analysis was carried out. No further statistical analysis was appropriate due to the type of 
data obtained (categorical) and small sample size.
Results
Part A
Table I shows the percentage of clients that were offered interventions and those that took 
these up during year one and across both years one and two. The results show that the 
majority of clients were offered all interventions across a two-year period. All clients were 
offered and took up Psychoeducational input across both years. A greater percentage were 
offered information and support regarding physical wellbeing (93%) in the second year and 
all o f these clients took this up. The total number of clients offered support regarding 
substance misuse increased with each year, with a 100% take-up rate.
In terms of psychological therapies, almost three quarters of clients (73%) were offered GET 
across both years with the majority taking this up (73%). A smaller number of clients were 
offered formal family work, which increased in the second year (from 7 to 20%) where the 
majority of clients took this up (67%).
The majority of clients were offered support to address the basics of daily living regarding 
accommodation (73%) and finances (93%) across both years. All clients offered support
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regarding accommodation and almost all of those offered support regarding finances took 
this up across both years (93%).
The total number of clients offered support regarding employment and education increased 
across years one and two. Approximately half (55%) of clients took up support regarding 
employment across both years. The take-up rate of support regarding education was higher 
across both years (77%). A smaller number of clients were offered vocational assessments 
across the years (57%), although the majority took these up (75%).
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Table 1 : Percentage of clients who were offered and who took up interventions during years 
one and two.
Intervention Percentage of
clients
offered
intementmns
during year I
(A)
Percentage of 
clients from 
(A) sdro look 
up
Interventions 
during year I
Percentage of 
clients 
offered 
interventions 
during year 
one or year 
two (B)
Percentage 
of clients 
from (B) 
who look up 
interventions 
during year 
Ï or year 2
Psycho-educational input (e.g. 
infommtion abcMt illness, advice 
on medic^on, strategies 
for synptonB, stiess 
management)
IOO(n=I5) I00(n=15) I00(n=l5) 100(n=l5)
Information /  support regarding 
ph^icol wellbdng (e.g. physical 
investigtnions, Itealth clrecks, 
healthy eating, lifestyle)
67(n=I0) 9D(n=9) 93(n=]4) IOO(n=I4)
Support regarding illicit 
su^tanoe misuse 67(n=I0) IOO(n=IO) 80(n=I2) IOO(n=I2)
* Structured s«%sions of 
CBT — 10 sessions or 
more over 6 months
* formai frimily work 10 
Simons or more over 6 
months
53(n=8)
7(n=l)
75(n=6)
100(0=1)
73(n=ll)
20(n=3)
73(n=8)
67(n=2)
* Renew of 
æcommodation, support 
and %lidce legardlng 
housing ^ven if
33(n=5) I00(n=5) 73(n=n) I00(n=11)
OpOilXv-
# Support tegardlng 
finances, benefits and 
debts giwn if 
appropriate
67(n=iO) 90(n=9) 93(0=13)
* Support regarding 
emplqymmt
* Support regarding 
education
* Vocational/occupational 
assessment
53(n=8)
73(n=n)
28(n=4)
50(n=4)
73(n=8)
75(n=3)
73(n=ll)
87(n=B)
57(n=8)
55(n=6)
77(n=IO)
75(n=6)
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Part B
Regarding vocation and education, the percentage of clients in ‘full recovery’ at the end of 
years one and two was greater than at referral (Figure 1). There was also a reduction in the 
percentage of clients in ‘no recovery’ at the end of years one and two than at referral in terms 
of housing status. The percentage of clients in ‘full recovery’ was also maintained (Figure 2). 
Regarding relationships, the majority of clients were in ‘full recovery’ at referral and this 
was maintained across both years. The percentage in ‘no recovery’ also reduced by the end 
of year one (Figure 3).
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Figure 1: ‘Social recovery ’ in terms o f  vocation and education
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Figure 2: ‘Social recovery ’ in terms o f  housing.
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Figure 3: ‘Social recovery ’ in terms o f relationships
The number of clients admitted to hospital remained constant from referral to the end of year 
one and decreased from 40% to 27% by the end of year two (Figure 4). The number of 
clients admitted to hospital informally decreased from referral to the end of year one and 
increased by the end of year two. The number of formal admissions increased at the end of 
year one and decreased from 33% to 20% at the end of year two (Figure 5).
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Figure 4: Percentage o f  clients admitted to hospital
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Figure 5: Percentage o f  clients informally andformally admitted to hospital
The total number of clients using illicit substances was found to decrease from referral to the 
end of year two from 67% to 33% (Figure 6).
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Figure 6: Percentage o f  clients using illicit substances
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The number of clients who were fully concordant with anti-psychotic medication increased 
from year one to year two from 40% to 67% (Figure 7). The percentage of clients who were 
non-concordant with medication showed a decrease from 20% to 7%.
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Figure 7: Percentage o f  clients concordant with medication
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Discussion
Part A of this study aimed to investigate the team’s adherence to the provision of key 
components of intervention set out in the MHPIG and their rates of uptake during a two-year 
period. The results show that the majority of clients were offered all the interventions 
audited. This indicates that the team are working towards adhering to the provision of the 
interventions outlined in the MHPIG.
The results regarding Psychoeducation, substance misuse and accommodation are of 
particular note as all of these interventions, when offered, were taken up by clients. 
Furthermore, all clients were offered Psychoeducation, suggesting a good adherence to the 
MHPIG for this intervention. Considering the data from Part B of this study, it appears that 
all clients who were identified as using illicit substances were offered interventions relating 
to this. This may be noteworthy when considering the reduction in the use of illicit 
substances found. Additionally, the high percentage of clients that maintained ‘full recovery’ 
regarding housing may offer some explanation of the lower rates of support offered for 
accommodation in the first year. However, further study is required to evaluate relationships 
between interventions offered and client outcomes.
A smaller percentage of clients were offered interventions regarding employment, vocational 
assessments, CBT and family work in the first year than other interventions. The higher rates 
of education support taken up may explain the lower rates of support concerning 
employment and vocational assessments. Further research is required to investigate the 
reasons why certain interventions are offered at certain time points to fully interpret these 
results.
Part B of the study aimed to investigate client outcome in terms of hospital admission rates, 
medication concordance, illicit substance misuse and ‘social recovery’. The results found 
concerning reduced rates of hospital admission, illicit substance misuse and increased 
medication concordance are comparable to those by Agius et al. (2007).
The present study also found a notable change in clients’ vocational or educational status 
from ‘no recovery’ to ‘full recovery’. Functioning regarding housing and relationships were 
maintained at ‘full recovery’ for the majority of clients across both years. Further study is 
required to examine the relationship between ‘social recovery’ and interventions offered, 
however, Garety et al. (2006) have suggested that ‘social recovery’ in terms of relationships.
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vocation and housing, may reflect the focused work carried out by the EIIP team in these 
areas. Craig et al. (2004) suggested that such findings may highlight the advantages of high 
levels of client contact that specialist EIIP services provide.
Limitations
Several limitations were identified in the measure employed to assess social functioning, 
such as its sensitivity to assess change and the validity of the categories used. For example, 
‘full recovery’ in housing encompassed ‘a return to living with family members’ or 
‘acquiring new independent accommodation’. These, however, may require different levels 
of functioning or recovery that the measure cannot capture.
A further limitation concerns the quality of clinical notes examined. Some results presented 
here may reflect omissions from these rather than evidence that certain interventions were 
not offered or taken up. The use of discussions with care coordinators to overcome missing 
data could have also led to inaccuracies due to their reliance on memory. Additionally, it was 
identified during the pilot study that it was not possible to ascertain why interventions were 
not offered or taken up from the clinical notes, which is necessary to fully interpret these 
results. Future studies could therefore explore the process of deciding which interventions 
are offered.
The small sample size employed in this study was a further limitation and may affect the 
ability to generalise these findings for the team. However, this was necessary to limit 
confounding variables such as disengagement and treatment from previous teams.
Service-related implications and recommendations
The findings of this study will be disseminated to the team in a presentation at a future team 
meeting and written summaries will be given. It is recommended that a greater number of 
clients may benefit from being offered certain interventions earlier in the course of treatment 
(e.g. family work, information and support regarding physical health, employment and 
vocational assessment). The high rates of uptake of these (except employment) and the 
notable progress some clients subsequently achieved by the end of their second year (e.g. 
regarding educational or employment status) offers further support for this. Further research 
is recommended to explain why some interventions are offered less and have lower rates of 
uptake (e.g. employment).
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It is also recommended that the team employ standardised measures to assess clients’ 
progress and outcomes in several areas (e.g. clinical symptoms, social functioning and 
quality of life). Such measures have previously been used by other EIIP teams to assess 
client outcome (e.g. Garety et ah, 2006). This could identify further areas of support for 
individual clients and areas for improvement and good practise. This may also allow the 
relationship between interventions and outcome to be examined in future studies.
It may be beneficial to provide further information regarding the interventions specified in 
the MHPIG for EIIP services. Employing a system for tracking interventions offered (and 
taken up) and recording the reasons for non take-up could encourage greater adherence to 
current guidelines. This would also provide a more complete record of the team’s work for 
future studies.
Conclusion
The results of this study are encouraging in terms of the teams adherence to the interventions 
set out in the MHPIG. Clients appear to have made notable progress during a two year period 
of engagement as evidenced by reduced rates of hospital admission, reduced substance 
misuse and improved social functioning. It is hoped that the team may find this study and the 
recommendations useful in building on the identified areas of good practice and in further 
service development.
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Appendix 1: Client descriptions
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Client Number Sex Age at referral Diagnosis Ethnicity
1 M 20 years 4 months Schizoaffective
disorder
Asian British
2 M 23 years 5 months Schizophrenia Black British 
African
3 M 17 years 6 months Schizophrenia White British
4 M 23 years 2 months Recurrent brief 
psychotic disorder
White British
5 F 20 years 6 months First psychotic episode White British
6 M 18 years 11 months Chronic relapsing 
Schizophrenia
White British
7 M 32 years 11 months Schizophrenia White British
8 M 18 years 10 months First psychotic episode White British
9 M 18 years 2 months Drug induced 
psychosis
White British
10 F 19 years 8 months Brief psychotic 
episode
White British
11 M 27 years 3 months Undetermined White British
12 M 17 years 8 months First psychotic episode White British
13 M 25 years 10 months Schizophrenia like 
syndrome
White British
14 M 22 years 11 months Schizoaffective
disorder
White British
15 M 23 years Schizophrenia White British
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Appendix 2: Data collection form
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ABSTRACT
Objectives: To explore Spiritualists officers’ experiences and understandings of meeting 
individuals describing the experience of hearing voices in the context of the Spiritualist 
church.
Method: Six in-depth, semi-structured interviews were carried out. Participants held official 
positions in Spiritualist churches and had experiences of meeting voice hearers in their roles. 
Interpretative Phenomenological Analysis was used to analyse interviews.
Results: Three superordinate themes emerged. The findings suggested concerns about 
negative perceptions of Spiritualism motivated participants to protect their beliefs. 
Participants created distinctions between spiritual and ‘mental health’ voice hearers and 
some expressed stigmatised views of mental health difficulties. They also described ways of 
differentiating between types of hearer. Participants appeared to experience tension between 
offering support and maintaining distance between types of hearers, resolving this through 
‘gate keeping’ access to church support and drawing on Spiritualist principles regarding care. 
The personal impact of supporting voice hearers, the value and emotional challenges of their 
roles, were highlighted.
Conclusion: The findings may be valuable to mental health professionals’ (MHPs) 
awareness of perceptions of voice hearing and mental health difficulties within this faith, 
enhancing culturally competent practice and beneficial to MHPs who may encounter hearers 
holding Spiritualist beliefs, or wishing to access support in this community. Responses to 
hearers within this faith from support to rejection and the implications for hearers’ are 
considered. The potential value and barriers to opening a dialogue between MHPs and 
Spiritualist organisations is discussed. Further, research exploring voice hearers’ experiences 
of support fi-om this faith community is suggested.
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1. INTRODUCTION
l.I Overview of the introduction
This study arose out of interest in cultural and religious understandings and responses to the 
experience of hearing voices. As this introduction will discuss, the experience of hearing 
voices speaking when there is no one present and that others cannot hear (British 
Psychological Society (BPS), 2000) may not be an uncommon human experience. A variety 
of explanations such as medical, religious and psychological have been proposed to account 
for this. Research has highlighted religion as a source of support for some mental health 
service users whom may also describe hearing voices. This underlines the importance for 
applied psychologists to explore understandings and responses to these individuals by faith 
communities, which this study has aimed to do. This study focuses on the Spiritualist faith, 
pertinent to explore as the UK’s seventh largest religious group, and which takes a specific 
focus on voice hearing, the hearing of ‘spirit’ voices (known as ‘clairaudience’), as integral 
to its beliefs in an afterlife. It considers that ‘spirits’ of the deceased may be heard by 
‘clairaudient’ individuals, enabling communication with the ‘spirit world’.
This introduction will consider the prevalence of voice hearing, current understandings and 
responses to voice hearers in the UK within medical, psychological, religious and hearer led 
communities. The rationale for focusing on Spiritualism and perceptions of this faith will be 
discussed. Study within this area may present a challenging line of enquiry due to concerns 
about the authenticity of Spiritualist practices and, more broadly, the existence of a ‘spirit 
world’. Aside from debates concerning truth claims, voice hearers may seek support from 
this faith and find a resource fi-om which to understand their experiences, some of the time 
(Jackson, 2008; Jones et al, 2003; Temple, 2009), highlighting their potential interactions 
with Spiritualist officers’. However, there is a paucity of research exploring officers’ 
experiences of responding to voice hearers in this context and their understandings of these 
individuals’ voice hearing, which this study aims to address. It is also of note that, although 
this study did not aim to explore officers’ personal voice hearing experiences, it has been 
suggested that interest in anomalous experience has shifted focus from research exploring 
the 'truth' of claims of paranormal phenomena, to the phenomenological aspects of such 
accounts, which may enrich understandings of human experience (Wooffitt & Allistone,
2005).
’ Spiritualist officers hold official positions on Spiritualist church committees following training (e.g. 
conducting services, marriages). Officers may hold other church positions (e.g. mediums) and 
describe psychic abilities; these are not a pre-requisite o f the role (Spiritualist National Union, n.d.).
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1.2 The prevalence of voice hearins experiences
Voice hearing experiences have been described in the general population, for example 
following trauma, during bereavement, religious practices and by individuals given a 
psychiatric diagnosis (Morrison & Petersen, 2003; Slade & Bentall, 1988). Voices have been 
described as ‘spirits’, ‘angels’, as thoughts spoken aloud, as from an external source, as 
commenting on activities or others, as offering advice, judgement or criticism (Davies et al, 
2001; Heery, 1989; Honig et al, 1998; Leudar et al, 1997). Several studies have aimed to 
identify the prevalence of voice hearing within the general population. Interviews of 18,572 
American community residents using a diagnostic schedule found the prevalence to be 2.3% 
(Tien, 1991). A UK study of 55 student mental health nurses found 84% described voice 
hearing experiences and had not received a psychiatric diagnosis (Millham & Easton, 1998). 
Such findings have led to voice hearing being considered on a continuum of ordinary 
experiences (Chadwick et al, 1996; Strauss, 1969). However, variation in definitions and 
measures employed to explore prevalence limit the generalisability of these findings.
Research has explored the nature of voice hearing in individuals with and without a 
psychiatric diagnosis. In a study of 14 hearers with and 14 without a diagnosis of 
schizophrenia, similarities were found, e.g. regarding voice content relating to ongoing or 
mundane activities (Leudar et al, 1997). Honig et a l (1998) compared voice hearing in 
individuals given a diagnosis of schizophrenia (19), dissociative disorder (15) and without a 
diagnosis (15). The qualities and characteristics of voices were similar across groups; for 
example, perception of the voice as externally produced. However, those given a psychiatric 
diagnosis reported greater fear concerning their experiences.
1.3 Understandinss of voice hearine
Considering the possible prevalence of voice hearing, it is important to ask how it is 
understood within our culture, as different conceptualisations have led to variations in 
responses to hearers, as seen in their acclaim and denigration over the centuries (Watkins, 
1998). It is not possible to review all understandings of voice hearing here, however an 
overview of some held within the UK is provided.
1.3.1 Medical understandings
Biomedical explanations for voice hearing are dominant within Western society and 
psychiatry, perhaps due to the prevalence of medical over religious understandings (Leudar 
& Thomas, 2001). Voice hearing is predominantly viewed as psychopathology, as auditory 
hallucinations, a symptom of psychiatric illness (e.g. dissociative disorders, schizophrenia)
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or as associated with neurological conditions, brain injury or degenerative disorders 
(American Psychiatric Association, 1994). Medical conceptualisations may be relatively 
recent, culturally and historically specific, as highlighted by accounts of voice hearing 
throughout ancient civilisations to today as, for example, a religious experience (Watkins, 
1998). The rise of science and medicine from the 17* century in Europe may have been 
influential in religious understandings losing favour.
Maudsley, a 19* century British psychiatrist and agnostic, further developed biomedical 
conceptualisations and a model o f ‘discontinuity’, positioning voice hearing outside common 
human experiences, as a psychiatric disorder (Leudar & Thomas, 2001). Auditory 
hallucinations were considered as among the ‘first rank symptoms’ of schizophrenia, still 
integral to this diagnosis in the UK today (International Statistical Classification of Diseases 
and Related Health Problems 10* Revision (WHO, 1992)). According to biomedical 
understandings, voice hearing as part of a mental illness may be the result of chemical 
changes within the brain, such as increased dopaminergic activity (Seeman, 1987). However, 
variation in symptoms, the course of schizophrenia and treatment outcome have raised 
questions regarding the validity of this diagnosis and calls for this classification to be 
abandoned (Bentall, 2003; Read et al, 2004).
1.3.2 Psychological understandings
Psychological understandings of voice hearing may draw on a range of models incorporating 
social, psychological and biological factors and may highlight early life experiences or 
trauma (Morrison & Petersen, 2003; Romme & Escher, 1989). Clinical psychology has 
contested conceptualisations of voice hearing as psychiatric illness, as this neglects the 
meaning of the experience within an individual’s life context and the variety of responses 
hearers describe (Boyle, 2006). For example, across clinical and non-clinical samples, 
hearers describe intense fear, distress, pleasure, companionship, comfort and guidance or a 
mixture of these (O’Sullivan, 1994; Miller et al, 1993). Primarily relying on medical 
understandings of voice hearing may also overlook research placing it on a continuum of 
ordinary experiences, casting doubt on it as solely evidence of psychopathology (BPS, 
2000). Subsequently, the BPS advocates the term ‘psychotic experiences’ to describe a 
collection of unusual experiences including voice hearing, over the use of a potentially 
pejorative diagnostic term indicating illness (e.g. schizophrenia).
Cognitive theories have been influential in understandings and interventions for distressing 
psychotic experiences. These highlight cognitive biases leading to misinterpretation of
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internai events as externally produced voices (BPS, 2000). Here voices may be 
conceptualised as a genus of inner speech, arising following disruption to the planning and 
monitoring of this (Garret & Silva, 2003; Leudar et al, 1997). For example, ‘source 
monitoring’ theories suggest misinterpretation of the source of voices as internal may lead to 
the perception of this as generated by an independent entity (Garrett & Silva, 2003). Leudar 
et a l (1997) also proposed the pragmatics of inner speech (e.g. monitoring self-activities) 
may contribute to the personification of voices that hearers describe. However, some 
cognitive theories may overlook the context in which voices occur and how this contributes 
to hearers’ understandings (Thomas et a l, 2004). Additionally, although some cognitive 
theories suggest the meaning of voices is accessible for conscious processing, this may not 
be readily accessible for the hearer. It has been suggested that voices may serve as a valuable 
defence against reliving trauma; perceiving voices as external may enable dissociation from 
associated traumatic memories which the hearer may not be, or wish to be, aware of (Read et 
al, 2005; Van Der Kolk & Fisler, 1995).
Several theories attempt to illuminate why some voice hearers experience distress whereas 
others do not. It has been suggested that beliefs about the hearing experience may underlie a 
transition to distress rather than the voice’s content (Morrison et al, 2000). Chadwick & 
Birchwood (1994) explored the content and beliefs about voices of 26 hearers given a 
diagnosis of schizophrenia. Beliefs regarding the nature, identity and origin of voices were 
indicative of hearers’ emotional responses; malevolent voices were resisted whereas 
benevolent voices were engaged with. Birchwood & Chadwick (1997) proposed core 
interpersonal schemata developing from interpersonal relationship experiences may be 
influential in the relationships that develop with voices and may mediate distress. Distress 
may occur when voices are related to from a position of powerlessness. Hearers who 
personify voices and develop more positive relationships with them may establish a greater 
sense of control, reducing fear and distress (Birchwood et al, 2000; 2004; Jackson, 2008).
Transpersonal psychology concerned with spirituality, drawing on Western psychology, 
philosophy and Eastern psycho-spiritual traditions, offers a further perspective and non- 
pathologising approach on voice hearing, viewing it as commonplace during some spiritual 
experiences. It considers transpersonal experiences^ may be transformative and/or lead to 
‘spiritual emergency’ and significant disruption to psychological, social and occupational 
functioning (Lukoff, 1998). Transpersonal psychology has also influenced the development
 ^ Transpersonal experiences may be creative, emotional and religious and include mediumistie, 
mystical and healing experiences (Transpersonal Psychology Section, BPS, n.d.)
Major Research Project 129
Volume 1: Research Dossier
of the category 'Religious or Spiritual Problem' in the Diagnostic and Statistical Manual- 
Fourth Edition (DSM-IV) following concerns about the misdiagnosis of religious experience 
(Lukoff, 1998). However, there has been controversy concerning the conceptual and 
empirical basis of this field and some therapeutic practices within it (Ellis, 1989).
1.3.3 Religious understandings
Within Western society, voice hearers may conceptualise voices within spiritual or religious 
terms (Romme & Escher, 1989). Although this study is unable to review understandings of 
voice hearing in all religious groups in the UK, there is variation in the acceptance of this as 
a religious experience across these.
In Christianity, voice hearing has been conceptualised over the centuries as for example, 
communication with God, ‘spirits’ or possession by ‘demons’, although modem Christianity 
has moved towards medical understandings (Ritsher et al, 2004). However, some Christians 
holding more conservative interpretations of the Bible may be more accepting of concepts 
such as ‘spirits’ and voice hearing described in these terms (Hawes & Jones, 2006). In 
contemporary UK Christian groups, hearing the voice of God has been reported by 
Pentecostal and Evangelical Christians, and may be more accepted and prevalent in these 
than in other Christian denominations (Davies et al, 2001). Belief in ‘Jinn possession’ 
(possession by supernatural spirits) has been reported within the Muslim community and by 
Muslim mental health service users (Haroon-Iqbal et al, 2006). Subsequently, some voice 
hearing described in terms consistent with this may be accepted as a religious experience 
within this faith.
Experiences and descriptions of voice hearing may also vary within religious groups. In an 
internet survey of 2093 Spiritualist mediums, describing ‘clairaudience’, 86% described this 
experience as “subjective”, as hearing the ‘spirit’ “within their thoughts” and 62% as 
“objective” as “hearing (‘spirit’) voices physically that no one else can hear” (Polgara, 
2007). Spiritualist mediums and Pentecostal Christians also describe ‘inner’ voices 
(perceiving a voice spoken internally) and voices as externally produced or emanating from 
media devices, descriptions also offered by clinical and non-clinical hearers (Dein & 
Littlewood, 2007; Temple, 2009).
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The dominance of biomedical views and a narrow framework for understanding voice 
hearing may lead to challenges for mental health professionals (MHPs)^ in distinguishing 
between voice hearing as a religious or psychotic experience (Lukoff, 1998). Overlooking 
cultural or religious contexts of this experience, for example in some ethnic minority groups, 
may lead to misdiagnosis (e.g. as psychosis) (BPS, 2000). For example, significant distress, 
voice hearing and impaired psychological functioning may occur during religious practices 
such as ‘Kunadlini awakening experiences’ involving intense chanting (Clarke, 2001). 
However, the category 'Religious or Spiritual Problem' in the DSM-IV attempts to 
depathologise religious or spiritual issues that may be the focus of clinical attention and 
reduce iatrogenic harm (Lukoff, 1998).
1.3.3.1 Spiritualism
Spiritualism is the UK’s seventh largest religion with approximately 32,000 members 
(Census, 2001). Spiritualism has a specific focus on voice hearing within its beliefs and 
practices and considers hearing ‘spirit’ voices or ‘clairaudience’ as a gift, which may form an 
aspect of ‘mediumship"*’ (Spiritualists National Union (SNU), n.d.). This conceptualisation 
highlights the influence of social and cultural context on the meanings ascribed to voices, 
however is unclear whether all voice hearing is viewed as religious in this community or if 
some hearing may be understood in medical or psychiatric terms. This may be pertinent to 
explore, considering voice hearers may seek support from the Spiritualist church, although 
no quantitative data is currently available regarding this (Jackson, 2008; Jones et a l, 2003; 
Temple, 2009). This also highlights the importance of exploring responses to hearers within 
this community, however research is sparse and may be controversial, considering possible 
negative perceptions of Spiritualism from the public, scientific and religious communities. 
These issues will now be discussed and the history and practices of Spiritualism explored.
1.3.3.2A brief history of Spiritualism
Modem Spiritualism is believed to have developed from accounts of 18* century Swedish 
philosopher Emmanuel Swedenborg. Swedenborg claimed to receive messages from ‘spirits’ 
about the ‘spirit world’, considered sacred by some, these were taught through the Church of 
New Jerusalem in America (Moore, 1977). Spiritualism further developed following
 ^ MHPs refer to professionals within mental health services in contact with service users e.g. clinical 
psychologists, mental health nurses, psychiatrists.
Mediumship is commonly associated with Spiritualism, however not all mediums are affiliated to 
organised Spiritualist churches, nor meet their requirements for practicing mediumship. Mediums 
claim to communicate with ‘spirits’ through clairaudience (‘clear hearing’), clairsentience ('clear 
feeling', sensing a spirits’ presence and feelings) and clairvoyance ('clear seeing', 'seeing' spirits or 
visualising messages)
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Margaretta and Catherine Foxs’ accounts in 1848 of unexplained noises in their home. They 
believed this to be communication from the ‘spirit’ of Charles Rosna, who had been 
murdered and buried beneath the house. The publicity generated led to public interest in 
‘spirit communication’ and séances. Considerable debate regarding mediums’ claims, and 
accusations of fraudulence by scientific and religious groups, denounced such practices. 
However, Spiritualist groups formed to consider the religious implications of the messages 
received. Interestingly, the influence of science at that time perhaps shaped Spiritualism’s 
concern with providing ‘evidence’ of an afterlife through ‘spirit communication’ (Moore, 
1977).
1.3.3.3 Spiritualism in the UK today
In 1853, the first UK Spiritualist church was established and two main branches exist today. 
Christian Spiritualism, a denomination of Christianity incorporating Spiritualist beliefs^ 
holds that ‘spirits’ communicate teachings about the afterlife and moral issues, providing 
knowledge of God beyond the Bible. The second branch, the SNU, hold Spiritualism to be a 
religion in its own right and do not follow the Bible or use Christian symbols. They follow 
seven ‘principles’, offering Spiritualists a ‘moral and ethical framework’ to live by such as 
‘personal responsibility’, beliefs in the ‘fatherhood of God’ (God as father of creation) and 
the continuous existence of the soul (SNU, n.d).
The majority of UK Spiritualist churches are affiliated to the SNU^, which governs training, 
accreditation and activities within these (e.g. healing and mediumship). Church services 
conducted by officers or SNU Ministers (holding further training) involve prayer, an address, 
and a demonstration of mediumship. Churches offer ‘development circles’ where more 
experienced Spiritualists offer support to those wishing to develop mediumistie abilities. 
This highlights the cultural sanctioning of voice hearing here as some may seek out this 
valued experience (Heery, 1989). SNU churches do not request payment for attending 
services, healing or development circles. Payment is requested for SNU membership, 
training (e.g. healing) and certain church events (e.g. ‘evenings of mediumship’ and 
seminars) (SNU, n.d.).
1.3.3.4 Perceptions of Spiritualism and mediums
Mediums claiming ‘spirit’ communication have been accused of fraudulence and 
exploitation of vulnerable individuals seeking comfort during bereavement or illness
 ^Churches affiliated to the Greater World Christian Spiritualist Association 
 ^Approximately 340 churches, 17,500 members
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(Northcote, 2007). Legislation has aimed to address this, such as the now repealed 
Fraudulent Mediums Act (1951), preventing financial gain from mediumship. The Consumer 
Protection from Unfair Trading Act (2007) now requires mediums to prove their authenticity 
in the event of a complaint. Some Spiritualists fear this may lead to religious discrimination 
and being forced underground, limiting the regulation of fraudulence (e.g. Spiritualist 
Workers Association, n.d.).
Mediumship on television and mediumship demonstrations are easily accessible and 
advertising by mediums and psychics^ in the press and internet is commonplace. For the lay 
public, this may place mediumship outside the context of the Spiritualist church, 
disconnecting it from its beliefs. However, the broader issue of the existence of an afterlife 
and whether some mediums fabricate clairaudience, perhaps to validate their faith or for 
monetary gain, continue to be debated. Arguably, similar debates may be applied to beliefs 
and practices within other faiths. The psychological community in general is sceptical, 
highlighting the lack of empirical evidence in mediumship (O’Keeffe & Wiseman, 2005). It 
has been suggested mediums’ claims may be attributed to sleight of hand or psychological 
processes (Fumham & Schofield, 1987). However, perceptions of Spiritualism outside the 
UK may differ. In Brazil, Spiritism* is viewed with credibility and healers commonly work 
alongside MHPs, integrating medical, psychological and Spiritist practices (e.g. healing) 
(Moreira-Almeida & Koss-Chioino, 2009).
Despite the contested status of Spiritualism in the UK, phenomenological research of 
accounts of paranormal phenomena may further understandings of human experience and 
spirituality (Wooffitt & Allistone, 2005). For example, a study of voice hearing in seven UK 
mediums suggested their Spiritualist beliefs framed their experiences as valued ‘spirit 
communication’, minimising the distress some reported following their initial voice hearing 
(Temple, 2009).
1.4 Support for voice hearers within mental health services
The aforementioned research carried out in the UK, Europe, across psychology and 
psychiatiy, has highlighted that although some hearers describe positive hearing experiences, 
many experience distress and seek support. In light of this and the diverse understandings of
’ ‘Psychic’ refers to a variety o f ‘paranormal abilities’ (e.g. telepathy), a differentiation is made 
between mediums and psychics as the latter may not hold mediumistie abilities.
* A branch o f Spiritualism
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voice hearing reviewed it is pertinent to explore available supports and professionals’ 
responses.
1.4.1 Approaches to working with distressed voice hearers
The centrality of the medical model within UK mental health services (MHS) has led to 
treatment for distressed hearers primarily focusing on neuroleptic medication aiming to 
eradicate or reduce the frequency of voices (Watkins, 1998). National Institute for Clinical 
Excellence guidelines for schizophrenia (NICE, 2010) recommend atypical antipsychotic 
medication where acute symptoms of schizophrenia may be present, and possibly prescribed 
by the GP prior to psychiatric assessment. Although medication may alleviate some acute 
symptoms and distress, within two years two thirds of individuals taking regular medication 
may experience a recurrence of psychotic experiences (BPS, 2000). Additionally, both 
conventional and atypical antipsychotic medication may have side-effects (e.g. tardive 
dyskinesia), leading to further distress (Ross & Read, 2004). Some voice hearers given a 
psychiatric diagnosis report that their personal choices regarding medication are overlooked 
and describe a strong sense of coercion (Clarke, 2000; Johansson & Lundman, 2002). 
Although for some a psychiatric diagnosis may be helpful, for others this may increase 
distress and stigma (BPS, 2000).
Recent research regarding psychotic experiences encouraged alternative perspectives 
incorporating psychological and social factors into understandings of voice hearing within 
MHS (BPS, 2000). Several psychological approaches to working with distressed voice 
hearers have been developed to increase coping strategies. For example, cognitive 
behavioural therapy for voices focuses on the misattribution of internally generated events as 
externally produced and involves psychoeducation and cognitive reffaming (Morrison,
2002). Another example, relational and dialogical approaches, focuses on the relationship 
between the hearer and voice (e.g. Hayward, 2004). Approaches aiming to reduce distress by 
increasing acceptance of the hearing experience have also been developed (e.g. mindfulness 
practice in person-based cognitive therapy, Chadwick, 2006). Additionally, approaches have 
been highlighted which accept and work within hearer’s own realities to identify coping 
resources (Knight, 2005).
1.4.2 Mental health professionals* responses
Mental health nursing has traditionally focused on supporting medication and coping 
strategies for distressed voice hearers, rejecting the legitimacy of the voices and only 
examining their content should harm to the hearer or others be indicated (England, 2007). A
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qualitative study by Coffey et al. (2004) of 20 mental health service users explored their 
perceptions of community mental health nurses (CMHN) responses to their voices. Hearers 
perceived CMHNs to be concerned with reviewing medication, accessing psychiatrists, non­
directive counselling and not routinely exploring hearing experiences, despite some hearers’ 
requests. Exploring CMHNs’ experiences, Coffey & Hewitt (2008) found some reported a 
lack of confidence in discussing the content and meaning of voices with hearers and 
identified limited training and fear of exacerbating distress.
The value some hearers describe in discussing their experiences may hold implications for 
developing the therapeutic relationship and the outcome of hearers’ interactions with mental 
health services (MHS). The therapeutic relationship may facilitate discussion of experiences 
and difficulties, promoting recovery through greater understanding, acceptance and support 
(Repper, 2002). Mental health service users may highly value the therapeutic relationship 
and professionals that listen, to feel safe, accepted and to discuss their experiences (Mental 
Health Foundation, 1997). However, it has been suggested that the médicalisation of 
schizophrenia (and voice hearing as a symptom of this) has led CMHNs to focus on 
diagnosis and medication, rather than developing the therapeutic relationship (Clarke, 2000; 
Hewitt & Coffey, 2005).
As in the lay population, stigmatising attitudes or ‘iatrogenic stigma’ regarding mental health 
difficulties have been identified in MHPs (Sartorius, 2002). This may comprise low 
expectations of prognosis and attributing negative characteristics to service users (Berry et 
al, 2010). This may influence MHPs’ treatment of voice hearers considered to be 
experiencing a mental health difficulty, limiting collaboration regarding treatment due to 
underestimating the hearers’ ability to be involved (Berry et al, 2010). Iatrogenic stigma 
may be inadvertently communicated to service users by MHPs. A qualitative study of 25 
individuals given a diagnosis of schizophrenia found MHPs were perceived as uninterested 
in their lives partly due to the stigma surrounding their diagnosis (Schulze & Angermeyer,
2003).
1.5 Support and responses to voice hearers outside mental health services 
Although many distressed voice hearers given a psychiatric diagnosis are supported within 
MHS, instead others receive their primary support from their GPs, with some never entering 
MHS or some may seek support outside the NHS (Romme & Escher, 1989; 1993)
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1.5.1 Support within primary care settings
Approximately 10% to 20% of individuals diagnosed with schizophrenia are predominantly 
supported within primary care, receiving medication and physical health monitoring by GPs 
(NICE, 2010). However, studies of UK GPs have found some report a lack of confidence in 
this and feel limited in their skills in working with individuals given a diagnosis of 
schizophrenia (Carr et al, 2004). Some GPs also report a lack of confidence more generally 
in working with mental health difficulties and subsequently may be reluctant to broaden the 
support offered such as enquiring about and discussing the individual’s current difficulties 
(Kendrick e /ûf/., 1995).
A study of 166 UK GPs’ attitudes to patients with differing psychiatric diagnoses and 
medical illnesses, using constructed vignettes, found attitudinal differences towards 
diagnoses of schizophrenia compared with depression, diabetes or other illnesses (Lawrie et 
al, 1998). GPs were less keen for those individuals with a diagnosis of schizophrenia to be 
registered patients and held greater concerns about violence. However, the generalisability of 
these findings may be limited due to the vignette research method employed.
1.5.2 The Hearing Voices Movement
Pioneering work by Romme and Escher highlighted the importance of hearers’ coping 
strategies in living with voices (Romme & Escher, 1989). The Hearing Voices Movement 
(HYM) and self-help groups were subsequently established across Europe and the UK (the 
Hearing Voices Network (HVN)). The philosophy of the HVM accepts hearers’ explanations 
for their voices rather than attempting to alter beliefs which do not conform to dominant 
views of ‘reality’. The international network for training, education and research into hearing 
voices was also formed by MHPs and hearers to change attitudes towards hearing voices, 
promoting acceptance of personal, political and spiritual understandings as equally valid 
(e.g. inviting a diverse range of conference speakers e.g. antliropologists, spiritualists, 
psychiatrists, psychologists, voice hearers) (Intervoice, n.d.).
HVN self-help groups are positioned outside MHS and facilitated by hearers as experiential 
experts or in partnership with mental health professionals. These aim to enable experiences 
to be shared in a non-judgmental environment and to provide mutual support in living with 
voices (HVN, n.d.). The HVM has criticised NICE guidelines for overlooking this type of 
support as an alternative to solely medical care (Barker & Buchanan-Barker, 2003). The 
HVM approach is considered contentious by some. Cochrane (1994) argues that accepting 
voices may merely prolong hearers’ delusions and protract recovery. However, some
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research suggests accepting hearers’ explanations for their voices may benefit recovery, 
facilitating coping and collaboration (Romme & Escher, 2000).
1.5.3 Support within religious organisations andfaith communities
Support by clergy^ offering guidance and counselling, may long predate the relatively 
modem approaches of medicine, psychiatry and psychology. However, the centrality of these 
disciplines to UK health care and possible secularization may have led to a changing role for 
clergy and the support they provide which may be offered by other institutions (Aldridge, 
2007). There is some debate about declining affiliation to organised religions and whether 
greater numbers now ‘believe without belonging’ (Davie, 2002) or hold ‘unorganized’ 
religious beliefs highlighted, for example, by polls reporting increased beliefs in the 
paranormal over the last few decades (Theos, 2009). The importance of religion and clergy 
in the lives of mental health services users continues to be reported and may be a preferred 
means of coping over medication or support from MHS (Awara & Fasey, 2008; Comah,
2006). Despite this, some service users report their beliefs are overlooked by MHS (Awara 
& Fasey, 2008). This may be due to limited training in incorporating religion into working 
with psychological distress and concerns about religion precipitating mental health 
difficulties (El-Nimr et al., 2004; Foskett et al, 2004).
Considering the valuable role clergy may have for some individuals experiencing 
psychological distress, limited literature is available concerning the support they offer, their 
experiences of this work and its outcome. More specifically, clergies’ experiences of 
responding to distressed voice hearers are under explored, particularly in religions where 
voice hearing is valued, perhaps holding implications for the support offered and its 
helpfulness to the hearer. As aforementioned, findings that some hearers accessing MHS 
seek support from such religious groups stress the importance of research within this area.
1.5.4 Clergies* approaches to working with psychological distress
Literature on pastoral care regarding mental health difficulties in general highlights the 
relationship between clergies’ religious beliefs and the diverse support across faiths. Clergy 
may also hold a range of understandings of mental health difficulties, incorporating religious 
and medical ideas influencing care. Copsey (1997) highlighted the supports offered by some 
clergy across faiths in London were embedded in religious understandings of some mental 
health difficulties and involved care consistent with this (e.g. prayer and teaching the Koran
 ^ For ease o f readership ‘clergy’ is used to refer to religious leaders and people holding official 
positions within faith communities.
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by Muslim clerics). A UK study of 32 clergy from different faiths also found Pentecostal 
clergy drew on practices such as exorcism, closely associated with Pentecostal beliefs in 
demonic possession (Leavey et al, 2007).
The importance of religious belief systems and support within churches to some voice 
hearers has been highlighted in facilitating coping, as identified by some Evangelical 
Christians and ‘clairaudient’ mediums in the Spiritualist church (Davies et al, 2001; Temple, 
2009). Davies et a l (2001) suggested guidance regarding uncertain or negative voice 
hearing, and reinforcement of positive experiences, may have negated some hearers’ distress. 
Although for some individuals religious practices may be beneficial, for others this may 
increase distress, fear, isolation and psychotic experiences (Mohr et al, 2006). For example, 
one hearer reporting the voice of the devil described significant distress following an 
exorcism by a Christian minister, the voice was later considered consistent with 
psychological distress (Barber, 2006). Such accounts have led the Church of England to 
reconsider its code of practice regarding exorcism (Kalaga, 2006). Emotional and financial 
exploitation of distressed individuals has also been documented across religious groups, for 
example, by unaccredited Muslim faith healers (Haroon-Iqbal et al, 2006).
1.5.5 Clergies* experiences of offering support
Some clergy may experience longer-term contact and relationships with individuals in the 
community than MHPs, possibly placing them in a valuable position to identify 
psychological distress and offer support (Weaver et al, 2003). However, some clergy 
describe uncertainty supporting individuals experiencing mental health difficulties (Leavey 
et al, 2007). Although research regarding clergies’ support of distressed voice hearers is 
limited, Guthrie & Stickley (2008) found some clergy to encounter difficulties distinguishing 
between voice hearing perceived as ‘communication with God’, or as part of a mental health 
difficulty. This highlights the challenge such a differentiation may present clergy, despite 
their understanding of religious issues, and draws attention to the value of collaboration 
between them and MHPs.
The limited training some clergy receive regarding mental health may contribute to this. 
Clergy have reported to feel inadequately trained to identify and support individuals 
experiencing mental health difficulties (Farrell & Goebert, 2008). This was also highlighted 
by Foskett et a l (2004) in a study of 68 UK Christian church leaders, which suggested some 
clergy may be poorly equipped due to limited training in mental health difficulties and a
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restricted knowledge of referral pathways into MHS. These findings may be limited in their 
applicability to other religious groups due to the specific group of Christian participants.
Despite the lack of confidence that some clergy describe, some may be reluctant to refer to 
MHS due to concerns that the individual’s religious beliefs will be disregarded or not shared 
by the professional (Farrell & Goebert, 2008; Foskett et al, 2004). Additionally, poor 
training and knowledge by clergy and MHPs of each others’ roles may create barriers to 
referring and co-working (Weaver et al, 2003).
1.5.6 Co-working between religious organisations and mental health services 
There has been a greater focus on support within faith communities and in developing links 
between these and MHS (Comah, 2006). For example, the Jewish Association for the 
Mentally 111 (JAMI) was created by religious leaders to offer outreach, social and cultural 
activities to individuals experiencing mental health difficulties (JAMI, n.d). The Bradford 
care trust also developed the ‘Jinn Project’ to collaborate with Muslim clerics and accredited 
Muslim faith healers to offer support outside the approaches of traditional MHS (e.g. 
involving ritual prayer) to service users who believe they are possessed by a ‘jinn’ (Haroon- 
Iqbal et al, 2006). The Spiritual Crisis Network (SCN), influenced by transpersonal 
psychology and developed by individuals who have experienced a spiritual crisis and MHPs, 
provide support to individuals experiencing distress associated with religious beliefs and 
practices. This may incorporate offering information concerning self-care and managing 
religious practices during crises (SCN, n.d.).
1.6Rationale for this research
The literature reviewed highlights diverse and sometimes conflicting understandings and 
responses to voice hearers by professionals and organisations within the UK. As discussed, 
conceptualising voices within religious terms and seeking support within faith communities 
regarding this has long been documented. This highlights the importance of understanding 
clergies’ explanations and experiences of responding to hearers. However, there is a paucity 
of research in this area. Furthermore, the existing research overlooks some religious groups 
occupying positions outside traditional mental health chaplaincy services. This study aims to 
address this by exploring Spiritualist officers’ understandings and experiences of interacting 
with and responding to voice hearers within the context of the Spiritualist church.
Spiritualism is the UK’s seventh largest religious group and holds voice hearing, 
‘clairaudience’, as integral to its’ belief system. Spiritualism may hold a contested status, yet
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this may not preclude support being sought here (particularly considering the beliefs in 
clairaudience), and from this faith community potentially providing some voice hearers with 
a source of support to understand and cope with their experiences, some of the time 
(Jackson, 2008; Jones et al, 2003; Temple, 2009). Considering the role Spiritualist officers 
may therefore have and the support already being offered, it is pertinent to explore officers’ 
experiences of interacting with and responding to voice hearers, and their understandings of 
these individuals’ voice hearing.
Furthermore, this study aims to contribute to literature providing a greater awareness of faith 
communities’ experiences of responding to hearers and to the variety of ways voice hearing 
is understood and managed outside MHS. This may be beneficial for the practice of MHPs 
encountering voice hearers holding beliefs consistent with this faith, enhancing culturally 
competent and person-centred approaches within MHS, encompassing spirituality into 
support and recovery (Gilbert, 2007). This study may also inform MHPs’ understandings of 
the potential responses to voice hearers within this faith community. Exploring the support 
provided to distressed voice hearers outside MHS may also add to literature regarding social 
inclusion considered valuable to recovery (Repper & Perkins, 2003).
Claims of paranormal phenomena and the existence of an afterlife present an ongoing 
scientific, religious and philosophical issue. As will be discussed in the following section, 
this study did not therefore seek to judge beliefs within this faith and took an ‘agnostic’ 
position regarding this issue, in line with other qualitative studies involving Spiritualist 
participants (Temple, 2009; Wooffitt, 2006). Although this study does not aim to explore 
personal voice hearing experiences of Spiritualist officers, it considers the possibility that 
some may describe and value this, which may have implications for their responses to 
hearers. This further highlights this as a valuable area of study. As will be discussed, in order 
to enter the participants’ worlds, this study takes the phenomenological position that 
‘clairaudience’ and voice hearing are real for those experiencing this and influenced by the 
surrounding social and cultural context (Temple, 2009).
Due to the limited research in this area, defining specific variables to make and test 
predictions in line with a quantitative methodology was not considered appropriate. 
Presupposing variables in this under-researched area may also prevent participants’ own 
unique ways of understanding their experiences from being identified (Willig, 2008). As this 
study was concerned with exploring and gaining phenomenological insight into the 
understandings and experiences of Spiritualist officers, a qualitative methodology.
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Specifically Interpretative Phenomenological Analysis (IPA) was considered to be most 
suitable (see method for a detailed discussion of the choice of IPA).
1.7 Research aims
This study aims to explore Spiritualists officers’ understandings of voice hearing. It also 
aims to explore their experiences of meeting voice hearers in the context of their roles within 
the Spiritualist church. This aims to gain insights into their experiences of responding to 
hearers and the support they offer. These findings may be valuable to the practice of MHPs 
who may encounter voice hearers holding beliefs consistent with this faith, enhancing 
culturally competent practice and knowledge of the potential responses to voice hearers from 
this faith community.
1.8 Research auestion
This study therefore asked the following research question:
• How do Spiritualist officers understand voice hearing and what are their experiences 
of meeting with individuals describing this occurrence within the context of the 
Spiritualist church?
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2. METHOD
2.1 Rationale for the choice of qualitative method
The aim of this study was to explore Spiritualist officers’ understandings of voice hearing 
and their experiences of meeting with and responding to individuals describing this in the 
context of their church. The exploratory nature of this study posited a qualitative research 
methodology concerned with meaning and exploring the quality and texture of experience 
(Willig, 2008). Qualitative methodologies aim to gather rich, in-depth accounts of 
individuals’ experiences and how they make sense of these, in line with the research question 
(Coyle, 2007). Furthermore, qualitative methodologies may ‘give voice’ to marginalised 
groups, a position which this participant group may occupy (Willig, 2008). Subsequently, a 
qualitative methodology was considered valuable to illuminating this under researched area.
2.2 Rationale for choosins Interpretative Phenomenolosical Analysis (IPA)
This section outlines the rationale for choosing IPA and the epistemological position of this 
study also informing this.
Firstly, it is important to set out the stance of this research in relation to the religious context 
of the participants and voice hearing experiences in general. The existence of a ‘spirit world’ 
and ‘spirit’ communication presents a complex philosophical, scientific and religious issue. 
Considering this and the researchers own perspective th is study took an ‘agnostic’ position 
in relation to Spiritualist beliefs. This also aimed to enable the researcher to remain curious 
and ‘even-handed’ throughout the research process. Although this study did not aim to 
explore participants’ personal voice hearing experiences (should they describe them), their 
understandings of voice hearing were central to the research question. It is therefore 
important to highlight that this study viewed voice hearing as a subjective, contextualised 
experience, influenced by factors such as culture, and as a real experience to those who 
describe it. Such stances have also been taken by previous studies to gain insight into the 
lifeworlds of this participant group (Temple, 2009; Wooffitt, 2006).
IPA has been influenced by phenomenology, hermeneutics, and idiography and is concerned 
with a detailed exploration of subjective views and how lived experiences occurring in 
particular contexts are made sense of (Smith et al, 1999; 2009). This was in line with the 
aims of this study to explore participants’ understandings and subjective experiences of
See self-reflectivity section below
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meeting with voice hearers. IPA takes an epistemological position at the mid point on the 
relativist-realist axis concerning how much data mirrors ‘reality’ (Harper, in press), 
consistent with this study’s positioning regarding the participants’ accounts and what they 
may reflect about ‘reality’. This may be pertinent, considering the status of Spiritualism, 
mediumship and possible implications of this for participants’ accounts of interacting with 
hearers (e.g. possibly offering particular accounts to legitimise their faith or protect their 
status as clairaudient if  they describe this)". As Willig (2008) highlights, IPA’s relativist 
stance positions it as not seeking to establish the accuracy or ‘truth’ of experiences. IPA 
seeks to understand experiences from the participant’s perspective and how they construct 
meaning, constituting phenomenological knowledge despite an accounts fit with an external 
‘reality’ (Willig, 2010). However, from a more critical realist position, IPA also assumes an 
association between language, thought, emotion and lived experience and therefore aims to 
say something about the participants’ actual lifeworlds.
Furthermore, IPA aims to move beyond an initial ‘hermeneutics of empathy’ and descriptive 
level of analysis to a ‘hermeneutics of suspicion’ involving the researcher’s interpretation of 
the data and the positioning of the accounts within their social, cultural and theoretical 
context (Harper, in press). This is also pertinent regarding issues of the credibility and 
validity of participants’ accounts and so to the choice of method, as IPA aims to produce a 
more ‘critical and conceptual commentary’ on the way participants make sense of their 
experiences and interactions with hearers (Larkin et al, 2006). Therefore, IPA aims to “give 
meaning to participants’ experiences beyond that which they may be able or willing to” 
(Willig, 2010).
IPA was also considered more appropriate than Grounded Theory (GT), aiming to explore 
lived experience and developed to theorise about contextualised social processes. 
Considering the paucity of research regarding Spiritualists’ encounters with voice hearers 
and potential implications for mental health services (MHS) interacting with hearers holding 
Spiritualist beliefs, this study aimed to explore this area in depth. Subsequently, IPA 
focusing on the quality and texture of these experiences from the participants’ perspectives, 
was considered more appropriate than moving to develop a localised theory of this, as in GT.
In the choice of method, the role of the researcher was also considered. Although IPA is 
concerned with exploring individuals’ experiences and understandings, it has also been
The implications will be addressed in the results and discussion.
Major Research Project 143
Volume 1: Research Dossier
influenced by symbolic interactionism and recognises the researcher’s active role in the 
research process and in the understandings that emerge from participants’ accounts. 
Consequently, the researcher is explicitly involved in an interpretative process or double 
hermeneutic, trying to make sense of how the participant is making sense of their 
experiences (Smith et al, 2009). Central to this is a process of self-reflexivity enabling the 
researcher to consider the influence of their values and assumptions in the research process 
and analysis (Willig, 2008).
Additionally, IPA has been used to explore experiences and understandings in this area of 
study, in the spheres of mental health care, religion and voice hearing. For example, 
practitioners’ perspectives on the therapeutic relationship with voice hearers (Llorett- 
Andreasson, 2008) and spiritual and clinical care regarding mental health difficulties 
(Marsden et al, 2007).
2.3 Choosins semi-structured interviews as the method of data collection
In considering the method of data collection, individual semi-structured interviews were 
chosen. This has been recommended by Smith et a l (2009) as consistent with IPA in 
facilitating in-depth, rich accounts of participants’ views and experiences to be gathered. Use 
of semi-structured interviews may allow flexibility, as specific questions can be pursued and 
areas of interest that arise can be further explored. Furthermore, this may enable participants 
to discuss the research area as experiential experts (Smith & Eatough, 2007). Individual 
semi-structured interviews were considered more suitable than focus groups which may not 
facilitate disclosure of experiences due to the presence of other participants or provide 
‘space’ for this due to group dynamics (Smith et al, 2009; Willig, 2008).
2.4 Participants
2.4.1 Participant inclusion criteria and recruitment
This study aimed to recruit a participant group who may be able to offer specific insights 
into the area of study, i.e. as officials within the Spiritualist church who have contact with 
voice hearers. Participants were not required to have personal experience of voice hearing. 
The inclusion criteria required that:
• Participants held an official position as a Spiritualist officer within a Spiritualist 
church affiliated to the Spiritualist National Union (SNU).
Major Research Project 144
Volume 1: Research Dossier
• Participants had experience of meeting with individuals in the context of their 
churches who described voice hearing experiences when the source of the voice was 
not visibly present.
Following the suggestion of Smith et a l (2009), this study employed a purposive sampling 
approach. This aimed to find a ‘fairly homogeneous’ group of participants (e.g. regarding 
Spiritualist beliefs and official church positions) who would consider the research question 
as meaningful and significant".
Participants were recruited from Spiritualist churches in the South East of England affiliated 
to the SNU. SNU churches were also chosen considering practicalities such as their number 
in this geographical area and the organisational structure enabling participants to be 
identified. Telephone contact was made with churches and participants who held official 
positions were identified. Within the SNU, holding an official position refers to being an 
‘officer’ on church committee (e.g. President). Officers may also hold positions as SNU 
ministers, mediums or healers. Officers are appointed on completing specific courses of 
study and may conduct services within the church (SNU, n.d). The nature of the study was 
described to officers during telephone contact. An information sheet" further outlining the 
study and a consent form" were sent in advance of the interviews if they expressed interest 
in participating, and met the inclusion criteria.
2.4.2 Sample size
Six participants from five churches were interviewed: one male and five female. 
Participants’ ages ranged from 55 to 71 years old. The number of years they held positions 
within the Spiritualist church ranged from 10 to 15 years (see table 1).
This study was carried out with a small sample consistent with the theoretical nature of IPA 
and its idiographic mode of enquiry, enabling a detailed and in-depth analysis of 
participants’ perceptions and experiences (Smith et al, 2009). Furthermore, a small sample 
size is consistent with IPA’s commitment to a contextualised, local level of analysis rather 
than attempting to make generalisations from the data. Smith et a l (2009) also suggest a 
sample size of three to six can provide substantial information to allow similarities and
" Although participants were fairly homogeneous regarding Spiritualist beliefs, it became clear at 
interview they were heterogeneous regarding personal voice hearing and clairaudience. The 
implications o f this will be explored in the results and discussion 
" Appendix 1 : Participant information sheet 
" Appendix 2: Consent form
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differences between participants to be identified and may facilitate analysis as the amount of 
data may be less overwhelming for the researcher than larger samples.
Table 1: Participants ’ demographic details
Name (Changed 
for anonymity)
Age Gender Position within the 
church
Length of time in 
church position
Ethnicity
Sam 71 Female Officer of the church 
President.
Medium
15 years White,
British
Tina 55 Female Officer of the church 
Healer and developing 
medium
10 years White,
British
Tessa 69 Female Officer of the church 
Vice president 
Medium
12 years White,
British
Fara 71 Female Officer of the church 
Healer
14 years White,
German
Fran 63 Female Officer of the church 
Healer
10 years White, Irish
Steven 59 Male Officer of the church 
Vice president 
Medium
11 years White,
British
2.5 Ethical considerations
Ethical approval was sought and granted from the University of Surrey faculty of Arts and 
Human Sciences ethics committee".
Prior to the interviews, the nature of the study was explained verbally. Participants were sent 
a consent form and an information sheet detailing the research in advance of the interviews. 
This aimed to fully inform them about the study in order to obtain their informed consent to 
participate. Participants’ rights to withdraw at any time was specified in the information 
sheet and reiterated at the start of the interviews. The information sheet also detailed the 
collection, retention and disposal of research data, involving the audio recording, 
transcription and anonymisation of the interviews which would be stored confidentially. 
Informed consent was obtained from each participant via completing the written consent 
form before each interview.
In case of emotional distress arising during the interviews, participants were encouraged to 
identify and contact personal supports. Participants were also given contact details for
Appendix 3: Confirmation o f ethical approval
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organisations providing support to people who hear voices". Participants were also offered 
the opportunity to receive feedback regarding the research and a summaiy of the research 
report.
2.6 Procedure
2.6.1 Constructing the interview schedule
In developing the interview schedule, discussions were held with the project’s research 
supervisors, one holding a specific interest in the experience of hearing voices and the other 
in the IPA method. A counselling psychologist with an interest in religion was also 
consulted. A Spiritualist church member was also contacted to consider sensitive phrasing of 
the interview questions. These discussions allowed a broad area of interest which the 
interviews aimed to explore to be further identified. Open ended interview questions and 
prompts were developed and sequenced in a logical order (Smith et al, 2009). The 
sequencing involved ‘funnelling’ the interview schedule from broader questions at the start 
to more focused, specific questions, this aimed to enable the participants to feel at greater 
ease during the interview process (Smith et al, 2009).
The main areas the interview schedule" aimed to explore were:
• Understandings of the experience of voice hearing.
• Participants’ perception of wider society’s understandings of people who hear 
voices.
• Participants’ experiences of meeting with people who described the experience of 
voice hearing and their responses to these individuals.
2.6.2 Conducting the interviews
The interviews were carried out in the Spiritualist churches that the participants were 
affiliated to. All interviews were held in private rooms, were audio recorded, and lasted 
between 45 to 90 minutes. Prior to each interview, informed consent was gained and written 
consent sheets were completed. Participants also completed background information sheets 
gathering demographic information". Following the first interview, the interview schedule 
was discussed and reviewed with a research supervisor enabling the interview process to be 
reflected on and further prompts considered. It was not felt necessary to change the interview 
schedule and the first interview was analysed as part of this study. Throughout the interviews
" Appendix 4: Participant information regarding support 
" Appendix 5: Interview schedule 
" Appendix 6: Participant background information sheet
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the interview schedule was used flexibly to guide the interviewer, enabling areas of interest 
to be followed up and probed (Smith & Eatough, 2007). Each interview was transcribed, 
anonymised to ensure confidentiality, and tapes stored securely.
2.7 Analysis
This study followed a method of analysis proposed by Smith et al. (2009). Initially, several 
detailed readings of the first interview were undertaken, enabling an active engagement and 
immersion with the data allowing the researcher to gain a general ‘feel’ for the interview 
(Storey, 2007). Following this, points of interest within the transcript were noted on the left 
hand margin. This involved ‘exploratory commenting’ whereby descriptive, linguistic and 
conceptual comments were made to describe the content of what was said, to explore the 
language used and to comment at a more interpretative level whilst maintaining closeness to 
the participants’ accounts (Smith et al, 2009).
These exploratory comments were used to develop emerging themes relating to discrete 
sections of the transcript, noted on the right hand margin". The emerging themes were 
considered to capture both what was said in the participant’s interview and my 
interpretations, reflecting a process of description and interpretation (Smith et a l, 2009). 
Yardley (2000) has suggested that moving beyond the descriptive level of analysis, focusing 
on what the transcript says to interpreting what this may mean, also demonstrates 
commitment and rigour essential for ensuring the quality of an IPA study. Following this, the 
emerging themes were listed and those that appeared to cluster together conceptually and 
practically were identified as superordinate themes with sub-themes within them. In 
identifying superordinate themes, patterns between the emergent themes were identified 
through processes suggested by Smith et a l (2009), e.g. ‘abstraction’, where similar themes 
were clustered together. The first transcript was re-read to ensure the themes remained close 
to this participant’s account.
Following the analysis of the first transcript, the process was completed anew with the next 
two transcripts, where new themes were recorded. The lists of sub-themes and superordinate 
themes from the previously analysed transcript were returned to in order to identify 
connections and patterns across the three transcripts. A list of sub-themes and superordinate 
themes for these first three transcripts was produced. These transcripts were re-read at this 
point and extracts were taken from them to ensure the themes were representative of the
Appendix 7: Analysed transcript extracts
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accounts. The list of sub and superordinate themes was then used in the analysis of the 
remaining three transcripts. Further instances of these themes were identified alongside 
remaining open to the identification of new themes. Smith et al. (1999) highlighted that this 
process of identifying new themes can ‘enlighten or modify’ the existing sub and 
superordinate themes. Due to the number of themes that arose, in choosing the themes to 
focus upon the way in which they highlighted other aspects of participants’ accounts, the 
richness of the extracts from the transcripts illustrating these, and their prevalence in the data 
were considered (Smith et al, 1999). Extracts were then taken from all the transcripts to 
illustrate the relationship between the analysis of the themes and the participants’ accounts. 
On completion of this process the superordinate and sub-themes identified across all the 
transcripts were listed in a master table of themes for the group (see Appendix 8).
2.8 Enhancins the quality of the research
Willig (2008) highlights criteria often applied to assessing the quality of quantitative 
methodologies (e.g. generalisability) are not congruent with the epistemological position of 
IPA. Various guidelines and criteria for enhancing and assessing the quality of qualitative 
research have been suggested (e.g. Yardley, 2000).
Yardley (2000) sets out four principles from which to consider the quality of IPA research 
including: commitment and rigour (previously discussed), sensitivity to context, 
transparency and coherence and impact and importance. These principles were considered 
throughout the research process and write-up. For example, incorporating a detailed 
description of the procedure of analysis in the method section and providing extracts from 
several analysed transcripts aimed to demonstrate transparency. Sensitivity to context was 
also demonstrated through an awareness of the existing literature within the area of study 
and underpinning IPA, and by paying close attention to the interactions between researcher 
and participant during the interviews. Impact and importance were demonstrated in the 
results and discussion sections where findings were considered in the context of existing 
literature and clinical implications were explored.
Lyons (2007) has also highlighted that the credibility of the analysis can be enhanced using a 
method of triangulation. Here two or more researchers come to similar conclusions about the 
data to gain completeness rather than convergence (Madill et al, 2000). Following the 
analysis, a research supervisor looked in detail at the annotated transcripts and themes, which 
were discussed in depth. My supervisor initially offered their own interpretations of a 
transcript, enabling this to be compared with my own, providing a method of triangulation
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and means of checking the credibility of the analysis. Later analysis also involved 
independent audit^” enabling the process of analysis to write up to be followed (Smith et al, 
2009). Discussion of the themes and associated transcript extracts with my supervisor also 
ensured the analysis was closely linked to participants’ accounts and the theme titles 
conveyed their content.
Regularly attending a qualitative research group with other trainee clinical psychologists, to 
discuss the method and theoretical basis of IPA also enhanced the ‘coherence’ of the 
research by developing a holistic understanding of the principles underlying IPA, informing 
the research process and write up (Yardley, 2000). Here another trainee completed a ‘mini 
audit’ of the work also enhancing the credibility of the analysis (Smith et al, 2009).
2.9 Self-reflexivitv
Several authors have highlighted that researchers should identify their own perspectives in 
qualitative research, enabling readers to contemplate the interpretations and consider 
alternatives (Yardley, 2000). Subsequently, I have reflected on my perspective regarding the 
research area and experiences which may have shaped this. This was facilitated by 
discussions with supervisors, trainees, self-reflection and an interview with a colleague 
exploring my preconceptions and thoughts during this research. I now aim to provide an 
account of my perspective regarding the research area and how this may have influenced the 
design, completion and analysis of the study.
2.9.1 Prior experiences and preconceptions regarding the research area 
I have a longstanding interest in religion and mental health, predating clinical training. This 
was sparked in childhood by being raised in a family that had worked in psychiatric hospitals 
and where religion was ascribed differing importance by my father, who was Jewish, and my 
Catholic mother. As a teenager I was interested in social anthropology, human behaviour and 
religion. This was partly prompted by my diverse family background (my mother being 
Spanish and my grandparents being Dutch and Russian), and my interest in learning about 
my family history and culture. Subsequently, I studied sociology and psychology A-levels 
and also worked voluntarily within mental health, neurorehabilitation and learning disability 
services, prior to and throughout my psychology degree.
Appendix 8: Audit table of superordinate, sub and emergent themes
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In my teens I became aware of dominant discourses and attitudes regarding mental health 
difficulties and voice hearing within the UK. Voice hearing often seemed to be negatively 
associated with ‘schizophrenia’. This was particularly evident in the media where reports of 
‘schizophrenics’ hearing voices committing violent offences, appeared abundant. I also 
remember noticing that negative stereotypes of mental health difficulties were often invoked 
as a means of derision and humour.
Working with voice hearers as a support worker in an inpatient psychiatric ward further 
developed my interest. I first encountered the medical model of understanding these 
experiences here and became aware that for some individuals, medical treatment was 
helpful, yet for others it appeared to increase distress. I recall the personal impact of 
witnessing the physical restraint and forced medication of some of the individuals I worked 
with. I felt frustrated that limited value was placed on listening to individuals’ experiences, 
which were often viewed as holding little meaning or dismissed as part of psychiatric illness. 
I also became acutely aware of the stigmatising effect a psychiatric diagnosis can have on 
individuals, their families, and recovery.
Working therapeutically with individuals describing voice hearing during training, 
particularly in an early intervention for psychosis service, highlighted the diversity in the 
meanings individuals ascribe to these experiences. I was surprised to learn that some hearers 
described their experiences as comforting, despite other distressing sensations, thoughts and 
perceptions. In this setting I developed understanding of the importance of building 
collaborative explanations for these experiences and the impact this has on the therapeutic 
relationship, recovery and empowerment. I was also inspired by approaches to working with 
distress from within the individuals’ own reality (e.g. Knight, 2005). Learning to reflect on 
my personal views of voice hearing, which are consistent with psychological models and 
consider this to be influenced by social and contextual factors and as real to those 
experiencing it, was also essential here. My training experiences also highlighted the value 
of support systems outside MHS e.g. support from religious communities as expressed by 
some of the individuals I worked with.
During this research I have reflected on my own experience of religion. Although I shared 
some of my mother’s Catholic beliefs, following the bereavement of my father, I questioned 
my faith. I looked to various religious and spiritual organisations to understand this and 
recall hoping to find some evidence of an afterlife. I encountered Reiki healers, mediums and 
‘new age’ practices, however I had no interactions with the Spiritualist church. I did not feel
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a connection to the understandings I was offered and recall a sense of disappointment 
regarding this. I also became aware of the vulnerable emotional and financial position of 
many seeking explanations, and the possibility of encountering deception or misguidance. I 
also looked to science and metaphysics regarding existential questions and found these 
resonated with me. These experiences ultimately led me away from religion, and 
subsequently I describe myself as agnostic as I consider that the existence of a creator or 
God is intrinsically unknowable.
At the start of this study I considered that voice hearing may be viewed positively by the 
Spiritualist church and that some hearers may be responded to with acceptance here. I also 
considered that for some distressed hearers, approaching the Spiritualist church may be more 
acceptable than seeking support from MHS. My awareness of negative perceptions of 
Spiritualism and voice hearing as negatively associated with mental health difficulties led me 
to wonder how experiences that did not fit with Spiritualist explanations would be viewed, 
and whether such individuals may be welcomed, rejected or tolerated and what this may 
mean for their distress.
2.9.2 The influence of the researcher’s position on the research process and analysis 
Smith et al, (2009) highlighted that successful interpretation involves the researcher 
attempting to ‘bracket’ or withhold preconceptions of the area under study in order for 
analysis to be grounded on a reading ‘within’ the text and the participants’ lifeworlds. 
However, IPA is also interpretative and thus dependent upon the researcher’s conceptions as 
part of the double hermeneutic; therefore, bracketing is seen as a cyclical process. I will now 
consider how the previous experiences and preconceptions set out may have influenced the 
analysis.
As aforementioned, I have an interest in religion and anomalous experiences such as voice 
hearing, and how these are considered within different social and cultural contexts. This and 
my clinical experience have influenced my decision to pursue research in this area. My 
experiences working with mental health service users has led me to question certain practices 
within statutory MHS and to be aware of the negative effect entering psychiatric care and 
receiving a diagnosis can have. Subsequently, I am interested in supports outside traditional 
MHS, however I am also cautious about these and keen to explore responses in these settings 
such as the Spiritualist church, which this study has aimed to do. My personal views 
regarding stigma and mental health difficulties may also have been influential in this 
research as, for example, I felt disappointed by perceiving some participants to hold
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stigmatised views of mental health difficulties. This may have influenced the analysis and 
the areas of interest I was drawn to in the text, such as regarding participants’ ‘gate keeping’ 
roles.
Reflecting on my experiences of religion and preconceptions enabled me to consider 
tensions between my views and participants’ beliefs. Although I had limited knowledge of 
Spiritualism before this study, I was aware of negative perceptions of mediums and 
personally I had not connected with the ideas of the medium I previously met. This may have 
influenced my desire to maintain and demonstrate my agnostic position throughout this study 
and in broader discussions of existential issues with colleagues that this research raised. My 
positioning may have affected my interactions with participants, perhaps leading them to 
notice an uncertainty in their faith and to tiy and demonstrate its authenticity. My 
experiences may also have influenced the approach I took to analysing the text leading me to 
form judgements (e.g. about participants accounts of their beliefs in an afterlife) or to 
overcompensate for this in attempt to remain non-judgemental. Although I describe myself 
as agnostic, I consider religion to form an equally valid reality in others’ lives. Despite the 
challenge of ‘bracketing o ff my views at times, I feel striving to do so and to maintain an 
agonistic stance enabled me to approach this research from a curious position, mindful of 
judgements I could make. I feel this was fundamental to beginning to gain insight into the 
participants’ beliefs that may have influenced their interactions with hearers.
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3. RESULTS
3,1 Overview of the suverordinate themes
The interviews provided rich accounts of participants’ understandings of voice hearing and 
their experiences of meeting individuals describing this. Three superordinate themes and 
several sub-themes emerged from the analysis (table 1) capturing participants’ experiences 
and understandings, which this section aims to describe. The discussions of each theme will 
be supported by extracts from the transcripts^^
Table 1: Master table o f  themes
Superordinate theme Sub-theme
1. Protecting and validating Spiritualist beliefs: 
Creating separation between Spiritualist and 
‘mental health’ voice hearers.
1. The influence of public perceptions of 
Spiritualism and mental health difficulties; a desire 
to create separation between types of voice hearers
2. Ways of differentiating between Spiritualist and 
‘mental health’ hearers to create separation
2. Managing cognitive dissonance: Tensions 
between offering support and maintaining 
distance between Spiritualist and ‘mental 
health’ hearers.
1. Maintaining empathy for ‘mental health’ hearers 
despite disbelieving their hearing to be spiritual
2. Gate keeping pathways to support and spiritual 
development
3. The personal impact of the officers’ role: 
Implications for self perception and for 
managing emotional strains.
1. The implications of being an officer for self­
perception
2. “You have to have your own barriers”: 
Protecting the self from the emotional challenges of 
being an officer working with voice hearers.
3.2 Superordinate theme one: Protecting and validatin2 Spiritualist beliefs: Creatin2 
separation between Spiritualist and ^mental health ’ voice hearers.
This superordinate theme encompasses two-subthemes and captures the way participants 
appeared to create a distinction between Spiritualist and ‘mental health’ voice hearers. 
Their concerns about public perceptions of voice hearing as associated negatively with 
mental health difficulties and voice hearing within Spiritualism being perceived in this way 
perhaps underlie this. Subsequently, maintaining distinctions between these types of hearers 
could be seen as a way of protecting personal Spiritualist beliefs and moving towards greater 
public acceptance of their religion.
Participants are given fictional names to aid reading and maintain confidentiality.
N.B: Where ‘. . . ’ appears in an extract, a brief pause in speech is denoted.
To aid reading individuals participants perceived to be experiencing voice hearing related to a 
mental health difficulty are described as ‘mental health’ hearers.
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3.2.1 Subtheme one: The influence o f  public perceptions o f  Spiritualism and mental 
health difficulties; a desire to create separation between types o f  voice hearers 
Throughout the interviews, participants offered understandings of voice hearing as occurring 
in the context of Spiritualism as ‘clairaudience’, a “gift” or “ability" (Tina), enabling 
messages to be relayed from ‘spirits’ of the deceased to the living, or as occurring within 
mental health difficulties e.g. ‘schizophrenia’, predominantly described as “medical 
problems” or “mental illness” (Fran). Participants described an acceptance of hearing spirit 
voices within Spiritualism, where they perceived it to be “quite normal to talk about it and 
to accept” (Tessa). Exploring their perceptions of the wider public’s views of voice hearing 
began to illuminate how the negative views of mental health difficulties and Spiritualism 
they believed wider society to hold may have contributed to their desire to create a 
distinction between types of hearers. The majority of participants considered the public to 
hold negative and stigmatised perceptions of voice hearers, illustrated by Steven below.
“The general public would normally assume that when somebody says 7  hear voices ’ the 
majority o f people would say ‘there’s something not quite right about that person ’ ” (Steven).
Participants described unease that voice hearing in Spiritualists may be associated negatively 
with mental health difficulties by the wider public, viewing Spiritualist voice hearers as “all 
schizophrenics” (Tessa). Some participants set these views within a historical context, 
describing that “they used to put people into asylums years ago ” (Sam) when referring to 
voice hearing mediums. This highlighted their concerns that Spiritualist voice hearing may 
not be viewed as a valid, ‘real’ phenomenon. This was captured by Fara below, moving 
immediately from offering her perception of the public’s negative views of voice hearing, to 
their sceptical views of Spiritualism. This alludes to Fara’s concerns that public views of 
Spiritualist voice hearers as “mad” may lead to Spiritualist beliefs in clairaudience being 
disregarded.
“One level o f  people who just think people are just mad i f  they hear voices, o ff their rocker, 
and I  think there is more generally a level o f  scepticism about whether it is possible, whether 
there is an afterlife. ” (Fara)
Concerns about Spiritualist beliefs being viewed as legitimate could also be seen in 
participants’ provision of detailed and formal information about their faith and by describing 
the importance of “training” here and of mediums being “reputable” (Tina). Their use of 
language such as “evidence ” and “proof” (Fran) in describing Spiritualist practices perhaps
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connects with a ‘scientific discourse’ considered trustworthy within UK society. Temple 
(2009) also highlighted the use of such language by Spiritualist mediums perhaps wishing to 
portray themselves as ‘rational’ in light of concerns about negative public perceptions. Hall 
(1992) has suggested discourse may enable information to be represented in a particular way, 
thus participants’ discourse regarding Spiritualism could be seen to construct representations 
of their faith that I and readers of this research would consider trustworthy. This may have 
been influenced by uncertainty about my knowledge of Spiritualism, which some 
participants commented on, and perceptions of my role as a researcher judging their faith.
Some participants’ descriptions of meeting ‘mental health’ hearers suggested they held 
stigmatised views of these individuals, perhaps sharing the negative representations they 
believed the wider public held. Negative representations could be seen in participants’ use of 
language describing the content of some ‘mental health’ hearers’ voices and information 
about their lives such as “outlandish ” (Tina) or “outrageous ” (Sam). In Sam’s relaying of 
talking with a ‘mental health’ hearer (described below), her disbelief in the information they 
discussed can be seen. Her comment suggests she viewed medication as valuable in 
containing their “ridiculous” stories, perhaps enabling her greater acceptance of this 
individual. Negative perceptions and stereotyping of mental health difficulties could also be 
seen in the derogatory language used by some participants in describing interactions with 
these hearers, for example “w e’ve got a right one here ” (Tina). Such comments suggest 
some participants viewed these individuals as strange, different and outside their Spiritualist 
group’s social norms.
“I f  h e ’s on his medication, h e ’s fine. He might exaggerate things, but as soon as he comes 
o ff we ’II start having these ridiculous things told to us. ” (Sam)
In contrast, spiritual voice hearers were described as “perfectly sane ” (Sam). This was also 
captured in Fran’s comment “the people that, what I  call are spiritual, are normal people ”. 
Through these contrasting descriptions, participants appeared to create ‘them and us’ 
distinctions. This was illustrated by Tina below, relating the comments shared by church 
healers about a ‘mental health’ hearer. Tina’s description creates an image of an ‘in-group’ 
of church professionals discussing the hearer covertly, passing information between 
themselves, and in doing so ‘othering’ and positioning the hearer as different and outside 
their Spiritualist group. These findings may be consistent with Link and Phelan's (2001) 
theory regarding the components of stigma. This would consider participants’ perceptions of 
dominant cultural beliefs (e.g. negative attitudes towards mental health difficulties) in the
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process of labelling ‘mental health’ hearers as 'other', and their subsequent creation of 'them' 
and 'us' categories.
“Healers will come over and say ‘oh we've got a right one here and it will go between us 
that there is something wrong with that person and it is a mental problem. ” (Tina)
However, some participants held differing views of individuals experiencing mental health 
difficulties. This was highlighted by Tessa in her more positive, optimistic description of a 
mental health “breakdown ” being a potentially transformative “breakthrough ” to a changed 
life. Tessa described a previous role as counsellor in a mental health setting working with 
voice hearers. Viewing her comments in the context of this may illuminate their difference 
from some other participants.
“I  don't call it a breakdown, to me a breakdown is a break through, you know, because 
people's lives can totally change after their breakdown ” (Tessa)
The contrasting descriptions offered of ‘mental health’ and spiritual hearers may have served 
several functions. Participants described strong personal commitments to their faith and an 
investment in clairaudience in validating Spiritualist beliefs in an afterlife. Consequently, 
creating distinctions between hearers may enable their beliefs and for some their status as 
clairaudient to be protected. Social identity theory (SIT) (Tajfel & Turner, 1979; 1986) may 
illuminate this. SIT considers group membership, cognitive and motivational factors 
influencing intergroup discrimination and prejudice, and has been the impetus for ongoing 
research in this area (Brown, 2000). SIT would suggest participants’ membership to their 
Spiritualist group and the emotional value associated with this may be integral to their sense 
of self. Identification with this ‘in-group’ may have motivated participants to further 
differentiate their group from others to maintain positive distinctiveness and self-esteem. 
Here participants’ drive to be accepted as a religious group could also be understood as 
underlying their desire to create separation between types of hearers. SIT may however, 
overlook the influence of other aspects of participants’ self-concepts alongside their group 
membership, such as idiosyncratic traits and attitudes (e.g. Tessa described above) (Packer, 
2008).
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3.2.2 Subtheme two: Ways of differentiating between Spiritualist and mental health 
hearers to create separation
In discussing their understandings of voice hearing, participants described how they 
differentiated between types of hearers they met in the church. Although participants 
appeared to view ‘mental health’ hearers as distinct, they seemed to firstly consider the 
hearer from an ‘in-group’ perspective, questioning their similarity to spiritual hearers. Such 
starting points may differ from those of some mental health professionals (MHP) working 
within medical models that may position voice hearing as pathology in the first instance 
(Coffey & Hewitt, 2008).
Participants described drawing on their Spiritualist beliefs and “life experience as a 
Spiritualist” (Steven) during these encounters to differentiate between hearing experiences. 
For example, some questioned whether the hearer experienced other aspects of mediumship 
considered to often occur with clairaudience. However, there was variation in their beliefs 
about the way Spiritual voice hearing worked, perhaps holding implications for identifying 
such hearers. Some described the location of voices heard in spiritual experiences as ‘inside’ 
the individual, “in their mind” (Steven), and as if externally produced, “actually hearing it 
with their ears” (Sam), in ‘mental health’ hearers, whereas other participants were less 
certain of this distinction. Some participants also considered spiritual hearing to only consist 
of a few and sometimes not “c/ear” words, whereas others believed this would involve 
longer, clearer sentences. Such variation in conceptualisations has also been found in 
previous research with Spiritualists (Polgara, 2007; Temple, 2009).
Participants also described variation in beliefs about the content of spiritual hearers’ voices. 
Sam described her belief that spirits would talk positively, leading her to consider hearers 
describing “not nice things ” not to be spiritual hearers. However, others offered contrasting 
views and described how “troublesome ” spirits talk negatively to hearers (Steven). It may 
also be valuable to consider whether participants who perceived themselves as clairaudient 
drew on these experiences in differentiating between ‘types’ of hearers, illustrated by Tina 
below. This may hold implications for the way hearers are categorised and later supported 
considering the variation in conceptualisations of spiritual hearing participants described.
“I f  you had that experience it becomes more second nature to you and you can then 
understand what somebody else is saying” (Tina)
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This variation perhaps highlights the challenge in differentiating between types of hearers in 
this community, a challenge some participants perceived others outside their faith to 
encounter. Participants emphasised concerns this could lead to misdiagnosis of spiritual 
experiences, as captured by Tessa’s comment below illustrating her dissatisfied view of the 
pathologising of spiritual voice hearing. This may also be reflected in the way she and other 
participants dismissed the diagnostic label they perceived the medical profession to give 
voice hearing, despite sometimes referring to ‘mental health’ hearers with these terms 
themselves. The majority of participants did not describe the possibility that ‘mental health’ 
hearing could be miscategorised as spiritual or that both types of hearing could co-exist. 
Participants may have considered the differences between ‘types’ of hearers sufficient to 
prevent miscategorisation within their church. However, the stigma they perceived regarding 
mental health difficulties and concerns for the status of Spiritualism perhaps led them to 
avoid considering these types of hearing co-occurring, or that hearers could be 
miscategorised as spiritual. As will be discussed, this may have implications for the support 
hearers receive and their distress.
“I  know for a fact that several schizophrenic women, or so called schizophrenic, weren’t 
schizophrenic....if they had gone into Spiritualism there and then they would never have 
been on drugs. ” (Tessa)
Some participants also talked of difierentiating between hearers by drawing on “instinct” 
and “gut reaction” (Steven). The use of language such as “instinct”, suggesting a natural 
ability, may allude to a desire to normalise spiritual hearing by conveying this as something 
that could be naturally identified. Participants also discussed the influence of the hearers’ 
behaviour and appearance in making sense of the experience as a mental health difficulty, 
such as whether they appeared “spaced out” (Fran) or whether their speech appeared 
"clipped and stressed" (Fara). Some participants also described the hearers’ responses to 
them as a way of differentiating, such as whether the hearer appeared to connect with or 
understand them, highlighted by Tessa:
"Not listening at all, umm... repeating the same questions, going on and not understanding 
what you were saying at all even when you are slowing down " (Tessa)
Some participants described categorising hearers on how the voices content was relayed. 
Most participants considered individuals relaying this in a “dramatic” or “outrageous” 
(Sam) way may not be genuine spiritual hearers, which may also allude to a wish for
Major Research Project 159
Volume 1: Research Dossier
spiritualist practices to be seen as legitimate, as illustrated by Tina. Here categorisation can 
also be seen as influenced by the negative perceptions of mental health difficulties some 
held, as these hearers were perhaps viewed as ‘fantastical’ and untrustworthy. Additionally, 
some participants described considering the presence of other difficulties (e.g. in 
relationships) in identifying ‘mental health’ hearers. Guthrie and Stickly (2008) also found 
Christian clergy to differentiate individuals describing hearing the voice of God as unlikely 
to be having a spiritual experience on a similar basis, with hearers describing chaotic lives, 
unhappiness, and difficulty coping more likely to be considered as experiencing mental 
health difficulties.
“A genuine medium, a genuine mystic, they don Y start saying ‘oh, I  hear this and I  hear 
that’ and try to make it sound very dramatic ” (Tina)
The participants’ accounts suggested they in part differentiated between hearers on the basis 
of ‘signals’ such as appearance and behaviour from which they inferred mental health 
difficulties, a strategy also used by the wider public (Penn & Martin, 1998). This highlights 
the stereotypes of mental health difficulties some participants appeared to hold, further 
emphasised by the contrasting descriptions some gave of the importance of spiritual hearers 
looking “normal” (Tina) to be accepted within the church and by the public, illustrated by 
Fran. This may also suggest participants experienced pressures to conform to ‘in-group’ 
norms and expectations, further highlighting their strong identification and membership to 
their Spiritualist group (White et al, 2002).
“I f  you don’t look like, normal, that is something they can latch onto and say ‘oh, she is a bit 
strange anyway ’, they want to disprove it in some way” (Fran)
The ‘signals’ participants drew on to differentiate between hearers also raises the issue of 
how hearers are viewed when contradictory information is presented. For example, when 
there is a mismatch between perceptions of the content of the hearer’s voice as ‘spiritual’ and 
their appearance as indicating a mental health difficulty. It may be possible certain ‘signals’ 
are downplayed in such instances to maintain a view of Spiritualist voice hearing as distinct, 
preserving participants’ beliefs and perhaps holding implications for the hearers support, as 
will later be discussed. This also raises the question of whether participants describing 
themselves as clairaudient (most described at least one clairaudient experience) engage in 
downplaying to maintain their status, and so preserve their self-concepts. Considering the 
possible ‘othering’ of ‘mental health’ hearers, certain signals indicating this may also be
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amplified as perhaps seen in the descriptions of “dramatic” hearers. Here, exclusion of these 
individuals may occur through emphasising their differences (Hiilsse, 1999). This also leads 
to consideration of whether accounts of hearers were downplayed or amplified during 
interviews. This may have been influenced by uncertainty about my views of Spiritualism 
and hence the importance to participants of conveying distinctions between types of hearers 
to demonstrate the authenticity of their faith.
3.3 Superordinate theme two: Manaeins cosnitive dissonance: Tensions between offerins 
support andmaintainins distance between Spiritualist and ‘mental health’ hearers.
This theme, encompassing two subthemes, captures the tension participants described 
between wanting to offer all hearers empathy and support and maintaining distance 
(physical, emotional or categorical) between types of hearers. Several influences could be 
seen on the way participants tried to manage the cognitive dissonance this created, such as 
connecting with their Spiritualist principles of offering care to maintain an empathie 
approach and engaging in ‘gate keeping’ roles regarding hearers’ support within their 
churches or suggesting help was sought outside it.
3.3.1 Subtheme one: Maintaining empathy for ‘mental health’ hearers despite disbelieving 
their hearing to be spiritual
In describing their interactions with hearers, participants spoke of taking an empathie 
approach, “talking”, “listening” and offering a level of support to all hearers despite 
disbelieving that some of these were spiritual hearers. Most participants described the 
influence of Spiritualist beliefs and principles on this, such as being part of “a helping 
religion and a loving religion ” (Sam) and their roles within the church to offer help and 
support, as highlighted by Tina, “'that’s what we are there for to give them healing”. Some 
spoke of their perception that the support offered in their Spiritualist church was more 
compassionate and accepting of ‘mental health’ hearers than other faiths who may “turn 
them away” (Sam). However, a tension could be seen in the accounts as, whilst offering this 
support, participants simultaneously wished to maintain distance from and perhaps exclude 
‘mental health hearers’ (e.g. limiting access to spiritual ‘development’ groups^^).
Tina’s comment below may illustrate such a tension and her approach of offering some 
hearers a level of acceptance and care despite disbelieving their experiences to be spiritual.
To be discussed in the next subtheme.
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Here, Tina relates how she compartmentalises and tries to hold back her disbelief and 
focuses on the outward demonstration of behaviour conveying sympathy.
“Even i f  deep inside I  am not really umm, sympathetic, I  am sympathetic. I  am saying the 
right things, making the right noises. So that helps them tremendously, they feel somebody 
cares about them. ” (Tina)
This could suggest some participants experienced cognitive dissonance resulting from 
discrepancies between their Spiritualist principles and some of their thoughts and 
behaviours. Cognitive dissonance theory (Festinger, 1957, as cited in Zimbardo & Leippe, 
1991) may suggest the emotional discomfort associated with these conflicting feelings could 
have motivated some participants to resolve this. Alongside this and their commitments to 
Spiritualist principles of offering care to all, they may have at times been able to overcome 
this discrepancy, offering outward empathy and support in some form to all hearers. Indeed, 
it has been suggested that identifying with a religious group and its philosophy may lead to a 
worldview which influences and directs behaviour (Kinnvall, 2004). Participants’ accounts 
of offering a level of support and empathy to all hearers may also reflect an ethical approach 
to their work and a desire to act in a helpful way, illustrated by Tessa below. Conveying this 
may have been important to participants in light of their concerns about Spiritualism being 
viewed legitimately and their accounts may reflect desires to be seen positively, perhaps also 
influenced by their perceptions of my profession.
“People come in with so much going on in their head and they never stop, so actually what 
you do is help them to think more clearly” (Tessa).
Responding to some hearers with empathy, despite disbelieving the spiritual nature of their 
hearing, may link to the normalising approach participants described in supporting spiritual 
hearers, in particular; for example, providing them with descriptions of voice hearing as 
commonly occurring in Spiritualist communities. Some also expressed a belief that it may 
not be “any help to people to say you are going mad” (Sam) and unhelpful to demonstrate 
disbelief to the hearer. Some participants also took this approach to talking with distressed 
hearers who were trying to make sense of their experiences. For some participants, 
normalising voice hearing appeared essential in helping hearers develop less distressing 
understandings of their experiences to “accept it more instead o f  being frightened about it ” 
(Tessa). This was illustrated in Sam’s description, where normalising enables her to draw 
comparisons and connect hearers to similar others, which she perceives will reduce distress.
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The normalising and empathie approach participants described may also reflect the 
projection of a desire for spiritualist beliefs in clairaudience to be accepted by others.
“You’re saying, well look, you know, half o f  us in here have the same experiences as you 
and, because they think they’re the only person in the world perhaps that have this 
problem. ” (Sam)
Normalising did not appear to be described with ‘mental health’ hearers, perhaps consistent 
with the aforementioned theme of participants’ desire to create and maintain the distinction 
between types of hearers. Here some participants described trying to maintain a position of 
outward acceptance whilst encouraging ‘mental health’ hearers to consider that their hearing 
was not spiritual in nature, illustrated by Steven below. The function of disbelief in some 
hearers’ experiences as spiritual may again serve to distance participants from negative 
perceptions of ‘mental health’ hearers, protecting their Spiritualist beliefs and for some their 
status as clairaudient.
“Be very diplomatic with people. I  think through conversation you can steer them in a 
direction, i f  you like, where you ask them to question what’s actually happening” (Steven)
3.3.2 Subtheme two: Gate keeping pathways to support and spiritual development 
Although the majority of participants described a belief that it would be helpful for all types 
of hearers to receive an empathie approach, they described offering different supports to 
spiritual and ‘mental health’ hearers. The language participants used here further denoted the 
distinctions they made between types of hearers. For example, supports for spiritual hearers 
were described in the context of spiritual “development” (Fran), highlighting the value of 
clairaudience within their faith. Some spiritual hearers were encouraged to “develop ” their 
abilities and attend ‘development circles’ to learn about mediumship. Participants spoke of 
their views that offering spiritual hearers such opportunities may enable them to develop 
their understandings, accept their experiences and reduce their fear, illustrated by Fara 
below.
“They (mediums) have a system that varies across the board, o f  closing down, so that they 
finish and spirit know they finish, and i f  you don’t, i f  you ’re not taught those skills then you, 
then that’s when you could conceivably be hearing voices any old time. ” (Fara)
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In contrast, most participants described responding differently to ‘mental health’ hearers, 
offering listening and “healing” (Fran) and excluding them from access to some forms of 
spiritual development and teaching. This could suggest a belief that certain Spiritualist 
practices may be unhelpful or inappropriate for ‘mental health’ hearers. Thus, participants 
could be seen to take a ‘gate keeping’ role regarding the opportunities and supports hearers 
accessed. This could also be seen as a way of managing cognitive dissonance between 
simultaneously wanting to help and exclude some hearers. Here ‘gate keeping’ could in part 
fulfil participants’ desires to be helpful despite perhaps wanting to maintain distance 
between them and their Spiritualist community.
It is also possible ‘gate keeping’ may be motivated by an investment in protecting spiritual 
hearers as distinct and for some participants their own status as clairaudient, as highlighted 
previously. Considering their concerns about Spiritual voice hearing being associated with 
mental health difficulties, ‘mental health’ hearers may have constituted a threat to their 
religious identities. It has been suggested that this may lead to greater efforts to protect 
identity and defensive responses to ‘out-group’ members which ‘gate keeping’ could be seen 
to reflect (Ysseldyk et al, 2011). In light of this and participants’ strong sense of group 
identification, ‘gate keeping’ could be seen as a group level ‘cost-benefit analysis’ in 
participants decision making regarding hearer support (Louis et al, 2004).
Sam’s comments below offer her reasoning behind her decision to offer different supports 
conveying her belief a ‘mental health’ hearer could disrupt others in a spiritual development 
circle, leading her to exclude the hearer. This illustrates the responsibility she feels to protect 
the group and also contrasts with her previous comments regarding her acceptance of all 
hearers. This may suggest a threshold in her level of acceptance and some negative attitudes 
towards mental health difficulties influencing her response, as others also described.
“I f  you’ve got somebody like that in a (development) circle, this can happen, it can make a 
bad atmosphere and you can’t have that. You must have, you know, people all gelling 
together. ” (Sam)
Participants’ accounts also suggested little collaboration between them and hearers regarding 
the choice of support. Participants rarely described discussions with any type of hearer 
regarding this. This may reflect participants’ experiences of their roles being directive and 
their views of hearers as passive recipients of support. Interestingly, some participants 
described a paradox in their approaches to supporting spiritual hearers to establish a sense of
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agency, yet taking a directive approach to do so. Here spiritual hearers were encouraged to 
talk back to voices, “talk to them, don’t he frightened to talk back” (Sam), to develop 
relationships with and gain control over troubling, “poweiful” spirit voices. Interestingly, 
relational approaches to working with distressed voice hearers in mental health settings also 
highlight that personifying and developing more positive relationships with voices may 
reduce distress (Chin et al, 2009; Hayward, 2004).
‘Gate keeping’ roles may have been influenced by the boundaries in knowledge and skills 
many participants described regarding mental health difficulties and how to support such 
hearers. This was illustrated by Steven in discussing his understanding of ‘schizophrenia’ 
below. His difficulty understanding this diagnosis can be seen in his misinterpretation of this 
as, perhaps, dissociative identity disorder, this has also been highlighted as a lay public 
misconception and media presentation (Bryne, 2000; Luty et al. 2006). This was further 
emphasised by Steven’s reference to the fictional characters of “Dr Jekyll and Mr Hyde ”, 
perhaps denoting his understanding of ‘schizophrenia’ felt almost fictional, beyond his 
knowledge and something he could not “pretend” to comprehend. Referring to these 
characters and “extremes” of personality, also allude to a view of such individuals as 
perhaps fi-ightening and unpredictable.
“Your character is like Dr Jekyll and Mr Hyde, i t ’s a totally different personality in the same 
body. So, yes, maybe they are extremes, but I  don’t doubt that in some cases you get a total 
different personality emerge. But, I  can’t pretend to understand it, the medical side to it. ” 
(Steven)
The boundaries in knowledge of mental health difficulties most participants described led 
some to suggest such hearers seek support from their GPs, or more expert Spiritualist 
colleagues illustrated by Tina “go and have a chat with (church president) because she 
knows the answers ”. Additionally, some participants described creating boundaries around 
discussing the content of voices when unsure how to support hearers, illustrated by Fara 
below. Similarly, some UK clergy have also identified boundaries in feelings of competence 
leading to referrals to mental health services for support (Leavey et al, 2007). Uncertainty in 
how to talk with hearers about the content of voices has also been described by some GPs 
and MHPs who may subsequently be reluctant to further develop the therapeutic relationship 
(Carr et al, 2004; Coffey & Hewitt, 2008). Referring certain hearers to others and placing 
boundaries around their discussions may also reflect reluctance by participants in the present
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Study to develop therapeutic relationships with these hearers, highlighting the contribution o f  
this research to the literature.
“I f  she described things to me then I  wouldn Y know what to do or what to advise 
necessarily. So, I  just don Y really get into a discussion about that. ” (Fara)
In discussing the boundaries in support offered, most participants spoke of valuing medical 
care for distressed and ‘mental health’ hearers. Despite this and their categorisation of some 
hearers as having mental health difficulties, none described co-working or referring to MHPs 
which may have implications for these individuals support. Low rates of co-working and 
referral regarding individuals with mental health difficulties have been found by clergy in 
other religious groups (Foskett et al, 2004). In the present study this may be partly due to 
participants’ perceptions of medical and MHPs being unwilling to “work together open- 
mindedly” (Steven) due to negative views of Spiritualism. Participants concerns regarding 
the pathologising of spiritual hearing may have also influenced their contact with these 
professionals.
3.4 Superordinate theme three: The versonal impact of the officers’ role; implications for 
self perception and for manasins emotional strains.
This theme encompasses two subthemes and captures the personal impact of participants’ 
roles as Spiritualist officers. Their roles appeared to be valuable regarding their self­
perception, particularly in light of their Spiritualist beliefs. However, there also appeared to 
be some emotional cost and participants described ways of protecting themselves from the 
impact of this.
3.4.1 Subtheme one: The implications o f  being an officer fo r  self-perception 
In light of the strong sense of identification with their Spiritualist group that participants 
gave, group membership could be seen as integral to their self-concepts and, subsequently, 
self-esteem (Luhatenen & Crocker, 1992). Participants’ accounts of their work in the church 
and their interactions with hearers highlighted the value and pride they attached to their roles 
and the importance of this to their sense of identity. This was highlighted by Steven, 
referring to the “guidance and lift” he felt he offered to others and by Fara describing her 
role facilitating “opportunities ” for spiritual hearers to develop. Participants described their 
roles as belonging to a professional group of Spiritualists. This was conveyed through their 
use of language specific to their religious context and the use of “short-hand” (Tina) 
statements to describe their work within a Spiritualist frame of reference; for example.
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“hearing spirit” (Steven) describing Spiritualist mediums communicating with ‘spirits’. 
Discourse analytic perspectives suggest identity may in part be constructed through 
discourse (Hiilsse, 1999) and here, participants’ use of language could be seen to construct 
and maintain their professional identities (highlighted by Tina below). Using such language 
perhaps further enabled some participants to create a distance between their own spiritual 
experiences and those of ‘mental health’ hearers, protecting their sense of identity.
“We do have our own short hand sentences that we know, ‘have you got something’ [to 
mean have you received a message]. There are all sorts o f  little things that we say that 
another person doing the same things would know where we are coming from. ” (Tina)
The value participants attached to their roles could also be seen through their self­
comparison to other professionals and those within medical and mental health fields. Sam’s 
self-comparison (below) to a medical professional highlights the value she attaches to her 
role, as she talks of the medical profession with high regard throughout her interview. Sam 
may also be attempting to convey and clarify the professional nature of her role to me, 
perhaps perceiving me to have greater understanding of the medical profession due to their 
prominent position in society. Her comparison may also allude to a wish for me to view her 
role as ‘legitimate’; as aforementioned this may have been influenced by my professional 
background and her concerns about perceptions of Spiritualism.
“You have to assess, like any medical person would assess, what yo u ’re going to, which way 
you ’re going to take them. ” (Sam)
The potential impact of negative perceptions of Spiritualism on participants’ identities and 
self-esteem can be considered here. It is possible this led some participants to wish to present 
themselves and their roles in a particular way, especially in light of their desire to fulfil their 
Spiritualist principles of offering care and compassion. Self-discrepancy theory would also 
suggest differences between participants’ perceptions of their ideal and actual selves may 
produce negative consequences for self-esteem (Heine & Lehman, 1999). Subsequently, 
participants may attempt to minimise such disparities by trying to maintain consistency in 
their work and their cognitions about this, as previously highliglited in discussing the 
function of their gate keeping roles. This also leads to a consideration of whether there may 
be some discrepancies between their accounts and actual interactions with hearers, be that 
conscious or unconscious, in order to protect their self-esteem and valued professional 
identities. This may have implications for the support hearers receive as maintaining positive
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self-esteem may depend on the continued ‘othering’ and stereotyping of ‘mental health’ 
hearers (Hiilsse, 1999).
Participants described personal commitments to Spiritualism throughout the interviews. 
They spoke of the influences on this, such as personal spiritual experiences, coming from 
Spiritualist families, bereavement and life experiences. For Fran (below), entering 
Spiritualism and developing her role within this church was precipitated by searching for 
explanation following the loss of her husband. Fran spoke of this as a time of great sadness, 
during which she also described a voice hearing experience. Perhaps her personal 
experiences of finding comfort within this church led her to highly value her subsequent role 
offering others comfort, acceptance and normalising spiritual voice hearing. Religious 
affiliation and identification may be particularly salient for some individuals at times of such 
emotional distress (Ysseldyk et al, 2011). Temple (2009) also highlighted the value 
Spiritualist mediums ascribed to offering others comfort having experienced receiving this 
themselves within their faith community.
“I  thought to myself, you can’t love somebody that long, lose them like that. In my head that 
didn ’t make sense... So, I  decided to go to this church on my own... I  went to (names church) 
and I  got the most profound evidence ever there and thought goodness me, there is definitely 
something in this. ” (Fran)
Fran also described that she had “started to see more and I ’ve had a couple o f  hearing 
experiences ” after joining a spiritual development circle which she valued. Although it is not 
the aim of this study to establish the authenticity of these experiences, this can be considered 
in light of the value placed on clairaudience in this faith, perhaps leading Fran to seek 
additional spiritual experiences. This may have further normalised her initial voice hearing, 
and provided further evidence for her valued beliefs in an afterlife following her 
bereavement. Such personal commitments to Spiritualism also highlight the importance to 
participants of offering justification for their beliefs in the context of a sceptical society, 
within a research study and to an interviewer whose beliefs they were unsure of.
3.4.2 Subtheme two: “You have to have your own barriers”: Protecting the self from the 
emotional challenges of being an officer working with voice hearers.
Throughout the interviews, participants described the personal and emotional impact of their 
work with ‘mental health’ hearers. In relaying their experiences, some participants described 
frustration regarding the limitations in support they felt able to offer, and in the degree to
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which hearers took their advice. This was captured by Tessa below. Clergy from different 
faiths have also described a sense of hopelessness and frustration working with individuals 
experiencing mental health difficulties (Leavey et al, 2007). This was illustrated by one 
participant in Leavey et al ’s. study who, similarly to Tessa’s, explained, “You can listen and 
listen and listen but can’t actually solve the problems
“We can Y shift them mentally and they don Y want to be shifted, you know, they are stuck, it 
is really hard. ” (Tessa)
Some participants also described sadness and powerlessness in reaching a threshold in their 
knowledge and confidence in working with ‘mental health’ hearers. This was highlighted by 
Fara in relaying her experience as a first point of contact for hearers entering her church. 
Interestingly, Fara did not describe clairaudient experiences herself and appeared to 
experience greater uncertainty and anxiety in her work than some other participants.
“You have to have your own barriers, your own kind o f lines that you know, of, this is as 
much as I  can do really. ” (Fara)
The emotional impact of this work may also illuminate participants’ aforementioned 
responses to some hearers, such as their decisions to refer them to others, suggesting they 
seek support elsewhere and placing boundaries around their discussions. This could be 
understood as a strategy to physically distance themselves from the emotional impact of their 
work, and to cope with and contain feelings of uncertainty regarding how to support these 
individuals.
During these discussions, some participants appeared to describe a sense of resignation in the 
limits of support they could offer, expressing a desire to help, yet resignation on recognising 
their limitations. The sense of resignation may reflect a form of emotional protection. 
Without other supports available for participants to provide, there could be nothing else they 
could offer these individuals, and perhaps they considered they could not therefore hold 
responsibility for their wellbeing. This may be illustrated by Tina’s comment below. 
Alternatively, this could be seen as a way of legitimately excluding hearers participants felt 
unable to fully accept. Considering the importance participants placed on being part of an 
accepting religion, maintaining a focus on the limits in their knowledge regarding support 
and referring on, may also be seen as a protective strategy. This may be illustrated by Tina 
below. Similar emotional responses have been found in MHPs coping with the emotional
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demands and stress of their work (Onyett et a l, 1997). For example, adopting strategies of 
‘detached concern’ and depersonalization, enabling them to offer compassion yet maintain 
emotional distance from their work (Maslach et al, 2001; Onyett et al, 1997).
“We can but just listen to them, sympathetically, and sort of, I  don’t mean it patronisingly 
but sort of... and that’s all you can do, because you can’t do anything else. ” (Tina)
Some participants spoke of beliefs in “personal responsibility” (Tessa), a ‘principle’ of 
Spiritualism, in discussing the limits in the support they offered some hearers. They talked of 
their beliefs that hearers were themselves personally responsible for acting on the advice 
they gave in reducing their distress, as captured by Sam’s comments below. Considering the 
personal impact of working with some hearers they described, their reference to “personal 
responsibility” may be seen as a defensive strategy. Through this, participants may protect 
themselves from the emotional impact of their work. Here, responsibility for the outcome of 
the support offered can be deflected back to the hearer, therefore minimising participants’ 
self-blame.
“You’ve got to be willing, like anything in life, you have got to be willing to sort it yourself. 
I t ’s what we call personal responsibility. At the end o f the day, we ’re all responsible. ” (Sam)
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4. DISCUSSION
4.1 Summary of the fîndinss
This study aimed to explore Spiritualist officers’ understandings of voice hearing and their 
experiences of meeting voice hearers in the context of the Spiritualist church. The findings 
suggested that participants’ identification with a Spiritualist ‘in-group’ motivated them to 
protect and validate their beliefs in light of concerns about negative perceptions of 
Spiritualism. They could be seen to create separation between spiritual and ‘mental health’ 
voice hearers as part of this, differentiating their group and perhaps maintaining positive 
distinctiveness and self-esteem (Tajfel & Turner, 1979; 1986). The possibility of some voice 
hearing being downplayed or amplified as part of this process has also been considered. The 
clinical implications of this for hearers will later be discussed.
The drive to create separation between ‘types’ of hearers appeared to influence participants’ 
interactions with hearers and the support they offered. They appeared to experience tensions 
between offering support and maintaining distance between types of hearers. These 
conflicting feelings could have motivated some participants to resolve this (Festinger, 1957, 
as cited in Zimbardo & Leippe, 1991), perhaps through ‘gate keeping’ roles and by drawing 
on their Spiritualist principles of offering care. This may enable some participants to offer 
support and empathy in some form to all hearers.
Participants appeared to experience a personal impact of their roles as officers and could be 
seen to use strategies such as creating boundaries in their interactions with hearers to manage 
the emotional challenges of their work. Their roles appeared valuable to their self perception, 
the influence of this in their accounts of interactions with hearers to protect their self-esteem 
and valued professional identities is highlighted.
4.2 Critique and limitations
The findings from this research can only be considered as representative of the views of the 
Spiritualist officers who participated and cannot be generalised to the wider community of 
officers. Readers may assess the transferability of the findings beyond this group by 
considering the participants’ descriptions and the contextual information provided (Henwood 
& Pidgeon, 1992). As an ideographic mode of enquiry, IPA does not aim to produce 
generalisable results representative of large samples. It aims to capture the unique 
experiences of a small number of participants, as this study has set out to do. Smith et al. 
(2009) highlight the significant contribution of findings from IPA studies when connected to
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research literature, enabling a consideration of how findings relate to existing studies, as the 
results section has illustrated. With further studies in this area, common features and 
variations may be explored and broader theoretical statements may be approached (Smith et 
al, 2009). It is hoped that this study will contribute to the body of existing literature 
regarding understandings of voice hearing and Spiritualist officers’ responses to hearers.
The analysis of this study is based on my interpretation of the accounts, reflecting the double 
hermeneutic central to IPA, however this is only one possible interpretation of the data. 
Although some authors suggest the findings of qualitative studies can be checked with the 
participants to enhance credibility (Lyons, 2007), it was felt that this would fundamentally 
change the analysis and interpretative role of the researcher. However, I have taken a self- 
reflexive stance throughout the research process, facilitated by supervision, personal 
reflection, discussions with colleagues and an interview exploring my preconceptions and 
thoughts (the self-reflexivity section of the method contains results of the interview). In 
doing so, I have attempted to enhance the credibility of the findings by owning my 
perspective, enabling readers to contemplate the interpretations made (Elliott et al, 1999).
Completing credibility checks such as a mini audit and independent audit and triangulation 
with supervisors also enhanced the analysis’s credibility and validity. This led to deeper 
analysis of the initial themes and associated account extracts. For example, regarding 
participants’ use of language describing Spiritualism and ‘mental health’ hearers, which 
seemed to convey their desire to be viewed as legitimate. This led to further consideration of 
how their wish to be viewed as separate may have influenced their interactions with hearers 
and their accounts of this. Changes to the conceptualisation of some initial themes were also 
made, for example, from ‘Creating separation’ to the current theme ’Protecting and 
validating Spiritualist beliefs: Creating separation between Spiritualist and ‘mental health ’ 
voice hearers ’ encompassing the aforementioned more in-depth analysis, which the theme 
title more accurately conveys. As described in the method, the quality of the study has also 
been enhanced by adhering to principles set out by Yardley (2000). For example, ‘impact 
and importance’ have been demonstrated by considering the findings and clinical 
implications in the context of existing literature.
The participants’ demographics must be considered in interpreting the findings. Participants 
were fairly similar in age, gender and ethnicity. Considering their age range, it is possible 
that some of the findings reflect generational differences in understandings, such as of 
mental health difficulties. This highlights limitations in the transferability of these findings
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beyond this participant group. It may be valuable to explore a wider range of Spiritualist 
officers, from different ethnic backgrounds, age groups and areas in the UK in future 
research.
This study aimed to recruit a fairly homogeneous group who would find the research 
question meaningful, however the interviews revealed heterogeneity regarding participants’ 
personal voice hearing experiences and descriptions as clairaudient^"*. As discussed, 
participants may have wished to present in a particular way to protect this status and their 
beliefs, leading to consideration of their motivation for participating. Subsequently, their 
accounts may reflect their actual interactions with hearers or a downplaying or amplifying of 
these individuals to demonstrate distinctions between types of hearers, legitimising their 
status and faith during the interviews.
What may the implications of these issues be for the validity of the findings? This study 
acknowledges the challenges of research with this faith group, which like other religious 
groups and participants may wish to present in a particular way. However, this does not 
negate the value or validity of these participants’ accounts (highlighted by other research in 
this area: e.g. Temple, 2009) and may be a further point of interest worthy of study. IPA may 
be considered appropriate regarding these issues as, although epistemologically it may fall at 
a mid-point on the relativist-realist axis and does not seek to establish the accounts fit with 
an ‘external reality’ (Harper, in press), a more realist position can be taken in relation to the 
analysis. Subsequently, this study aims to reflect something of the participants’ subjective 
experiences which “exist in the real world” (Willig, 2010). For example, the emotional 
tensions and cognitive dissonance they may experience in their interactions with ‘mental 
health’ hearers. Furthermore, through a hermeneutics of suspicion in the analysis and 
considering the aforementioned issues in positioning the accounts within their social, cultural 
and theoretical context, a more ‘critical and conceptual commentary’ of the way participants 
made sense of their experiences with hearers was aimed to be produced (Larkin et al, 2006).
4.2.1 Critique of the method of data collection
IPA assumes participants’ accounts are associated with their underlying affect and 
cognitions. However, participants may vary in their ability to use language to express these 
and in their willingness to self-disclose (Willig, 2008). Participants’ perceptions of my 
professional background, concerns about public perceptions and experiences of being in a
Not specified as recruitment criteria
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research study, considering previous investigations into Spiritualist practices, may have led 
to some socially desirable responding, thus influencing the findings. Diefenbach (2009) has 
also highlighted this as a pertinent issue to qualitative research as interviews generally may 
be subject to socially desirable responding, with interviewees’ consciously or unconsciously 
desiring to be seen in a particular way due to their social position, worldview or ideology; 
subsequently they “may not mean what they say and say what they mean”. However, as 
aforementioned through the analysis, this study also aimed to go “beyond that which the 
participants themselves may be able or willing to attribute” (Willig, 2010).
Time constraints during interviews led to restrictions in the areas that could be explored. 
Embarking on a research method new to me must also be considered, as I experienced some 
uncertainty in the flexibility I could engage in during the interviews, precluding further 
exploration of some areas e.g. participants’ experiences of belonging to a marginalised and 
possibly stigmatised religious group.
4.3 Clinical imvlications
This research has been carried out with a faith group that may occupy a contested position in 
the UK. As such, the clinical implications may be met by a variety of responses. However, as 
aforementioned. Spiritualism is the UK’s seventh largest religion and voice hearers report 
seeking support there (Jackson, 2008; Jones et a l, 2003; Temple, 2009). This highlights the 
importance of this research exploring the understandings and experiences of Spiritualist 
officers already interacting with hearers, and of the clinical implications drawn from this 
research. This is pertinent both despite and in light of the possible negative perceptions of 
this faith group.
4.3.1 Implications for voice hearers
The findings may give some indication of how Spiritualist officers interact and experience 
their roles with hearers, allowing the clinical implications for hearers contacting these 
organisations to be considered. This is valuable considering that mental health professionals 
(MHPs) may encounter hearers who conceptualise their voices in terms consistent with 
Spiritualist beliefs or hold beliefs in the paranormal, and wish to seek support from this 
community.
This study highlighted that participants wished to create separation between Spiritualist and 
‘mental health’ hearers to protect and validate their Spiritualist beliefs. This may have 
implications for hearers seeking support from the participants, and possibly other Spiritualist
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officers, as certain ‘signais’ denoting spiritual or ‘mental health’ hearing may be amplified or 
downplayed here. Consequently, some hearers who may find support in MHS or other 
services helpful could be overlooked and experience prolonged distress by their hearing 
being conceptualised as spiritual. Consideration must be given to the emotional vulnerability 
of some hearers seeking support here (as in any support setting), such as those experiencing 
voice hearing following bereavement. Additionally, although SNU churches do not request 
payment for attending services, healing and development circles, this may differ across 
organisations and safeguarding to financial exploitation must also be considered.
Although it appeared all ‘types’ of hearers may be offered some level of support within this 
community, those positioned as ‘mental health’ hearers may experience stigma and possible 
rejection here. For those already experiencing the stigma of a psychiatric diagnosis this may 
be further exacerbated. The findings suggest that such voice hearers may not find a ‘safe 
space’ to explore and develop understandings of their experiences within some Spiritualist 
communities. Furthermore, for some Spiritualists to maintain the positive distinctiveness of 
their group and self-esteem, a continued othering’ and stereotyping of ‘mental health’ 
hearers may occur, possibly leading to negative effects for these individuals (Hulsse, 1999).
Despite these implications, the findings also suggest some Spiritualist churches may offer 
some voice hearers support, particularly those considered ‘spiritual’ hearers, through the 
opportunity to normalise their experiences within an accepting environment. However, it is 
unclear whether there may be a threshold in the level of distress that is considered acceptable 
for such hearers and what the responses may be should their distress exceed this. Millham & 
Easton (1998) have suggested that individuals working with hearers who have themselves 
described voice hearing experiences, as in the case of some participants, may be more 
accepting of these. This may have implications for hearers who contact the participants and 
possibly other Spiritualist churches, as the way in which voice hearing is perceived, such as 
normalising this and relating to voices from a position of greater control, may reduce distress 
(Chin et al, 2009; Jackson, 2008).
Voice hearing may be actively sought and encouraged through ‘development circles’ within 
this faith, a contrast to biomedical approaches viewing this experience as pathology. For 
some hearers conceptualising voices in this way, and who are not experiencing or are 
managing associated distress, this may be valued. However, it is unclear what the 
implications may be for hearers who are ‘miscategorised’ as spiritual or for spiritual hearers 
finding their experiences difficult to manage. This also raises the issue of the variation in
Major Research Project J 7 5
Volume 1: Research Dossier
participants and possibly other Spiritualist offiçers’ attempts to differentiate between types of 
hearers and suggests a greater consensus need be considered by officers.
4.3.2 Implications for services and service delivery
The Ten Essential Shared Capabilities (ESC) (Hope, 2004) outlines the importance for 
MHPs in offering care that respects diversity in cultural and religious beliefs. The ESC also 
highlights the value of working in partnership with faith communities. However, developing 
relationships between MHPs and Spiritualist officers may be contentious and requires these 
organisations to be open to this. Further research regarding MHPs’ perceptions of 
Spiritualism and working with this faith group would therefore be beneficial. The findings 
suggest some participants may be open to developing links with MHPs; without further 
research it is unclear whether the wider Spiritualist community shares this view. However, 
some participants’ perceptions of mental health difficulties, alongside their desire to be seen 
as a legitimate faith must be considered. These views, which may be held by other 
Spiritualists, could mean links to mental health services provide a perhaps helpful referral 
route or a more accessible one to exclude and reject some hearers. Supporting hearers to 
access these organisations could also increase their distress depending on the officer’s 
response and support offered.
Considering these points and negative perceptions of Spiritualism that could be held by some 
MHPs, what may this mean for developing services focused around a ‘whole person 
approach’ to mental health care incorporating spirituality (Gilbert, 2007) and partnership 
working with a diverse range of religions as outlined by the ESC? This may be pertinent, 
considering the prevalence of both beliefs in Spiritualism and the paranormal in the UK. The 
National Institute for Mental Health in England Spirituality Project and the ‘Nurturing hearts 
and minds’ symposium (see Gilbert & Kalaga, 2006) may offer some inspiration. These 
projects brought together diverse faith communities to consider their roles in mental health 
care and highlight the importance of creating an atmosphere of mutual respect and a desire to 
learn in the context of the sometimes difficult and thought provoking discussions (Sheehan, 
2006).
Such projects may be beneficial to consider at a more local level, enabling communication 
between diverse faith groups, including Spiritualism, and MHPs. This may develop 
knowledge of roles, supports and perspectives on voice hearing perhaps helpful to addressing 
pre-conceptions these groups may hold of each other. Beginning to establish knowledge of 
each others’ roles may gradually develop relationships and trust and work towards the
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possibility of these organisations liaising regarding religious or mental health issues and to 
consider support alongside that provided by MHS (McMinn et al., 2001). This may allow 
religious ideas, texts and practices to be discussed and clarified should they be related to a 
hearer's distress or be meaningful to them as a support. In some care Trusts this approach is 
being developed, although it may be considered controversial. For example, within the 
Bradford Care Trust accredited Muslim practitioners with a rich understanding of Islam also 
“bridge across to more conventional practice” working alongside MHPs to support 
individuals who believe themselves to be possessed by ‘jinn’ (Gilbert & Nicholls, 2003).
4.3.3 Implications for teaching, training and supervision
Some MHPs have reported to feel ill-equipped to discuss religious beliefs and report limited 
training in this (Crossley & Salter, 2005). This research hopes to add to the body of literature 
regarding understandings and experiences of working with voice hearers within faith 
communities that may be drawn upon. This may be valuable to MHPs in gaining further 
perspectives from which to talk about voice hearing where consistent religious beliefs are 
associated, perhaps enabling ‘a compromise between conflicting realities’ to be negotiated 
between them and the hearer (Perkins & Dilks, 1992). The issue of limited training in 
religion for MHPs and clinical psychology training presents challenges here, beyond the 
scope of this study to explore. However, integrating spirituality into clinical supervision, 
teaching and collaboration with faith communities may begin to address this (Mills, 2010).
This research may also contribute to developing a broader linguistic base from which voice 
hearing can be discussed, valuable in moving away from a dominant psychiatric discourse 
that some hearers may not subscribe to (Boyle, 2006; Temple, 2009). Developing greater 
awareness of the understandings and responses to hearers in this faith community may also 
be valuable for MHPs in developing culturally appropriate practice and working with diverse 
religious and cultural communities (Temple, 2009).
As aforementioned, it may be beneficial for MHPs and Spiritualist officers to develop 
greater knowledge of each others’ roles and perspectives. This could develop officers 
understanding of ways to support distressed hearers and address uncertainty about mental 
health difficulties, as participants described. This could provide opportunities for the 
difficulties and emotional impact some officers may experience in this work to be 
considered. This may have implications for clinical psychologists within MHS, considering 
their skill set in teaching, consultancy and supervision. This could also work towards
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addressing stigmatised views of mental health difficulties perhaps held within some 
Spiritualist communities.
4.4 Future research
This study has begun to illuminate the experiences and understandings of Spiritualist officers 
encountering voice hearers in their churches. It would be highly valuable to explore voice 
hearers’ experiences of meeting officers and the responses they perceived. This may be 
beneficial in considering the support this community provides. Additionally, it would be 
valuable to explore MHPs’ perceptions of Spiritualism and of working with hearers 
describing Spiritualist beliefs. Future studies exploring the experiences and understandings 
of clergy from other marginalised religious groups meeting voice hearers would be valuable 
in contributing to the research literature in this area.
A quantitative audit could be valuable in gathering information regarding the number and 
frequency of voice hearers contacting this and other faith communities and the types of 
support requested. This could lead to more in-depth qualitative research exploring the 
understandings and experiences of both voice hearers and faith leaders in these identified 
areas.
4.5 Conclusion
This research has explored the understandings and experiences of Spiritualist officers 
meeting individuals describing voice hearing experiences. It is hoped this study will 
contribute to the limited research literature in this area and may be valuable to developing 
MHPs’ awareness of the perceptions of voice hearing and mental health difficulties within 
this faith community. The clinical implications of this research have highlighted the potential 
benefits and disadvantages for hearers who may seek support from this community, valuable 
for MHPs to consider in addressing the support needs of hearers who describe beliefs 
consistent with this faith and wish to seek support there. The value of opening a dialogue and 
of sharing knowledge between MHPs and Spiritualist organisations in developing 
understanding of each others’ perspectives and roles has been considered, and the possible 
barriers to this have been highlighted. This study also highlights the need for further research 
with voice hearers who have contacted Spiritualist churches regarding their experiences, in 
order to understand the role this faith group may have offering support outside the NHS.
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Participant Information Sheet
Introduction
I would like to invite you to participate in this research investigating Officers of the 
Spiritualist Church’s views and perceptions of people who hear voices. This information 
sheet aims to provide you with details about this research, your participation and how the 
information you provide will be used and stored. Please read the following information 
carefully.
What is the purpose of this research?
This project forms part of my Clinical Psychology Doctorate at the University of Surrey. It is 
hoped that the research could provide useful information regarding Spiritualist Church 
Officers’ views concerning people who hear voices when the source of the voice is not 
visibly present. This will contribute to the research literature regarding this and may be 
beneficial to supporting individuals who contact Spiritualist churches and faith based 
organisations regarding voice hearing in the future.
Why have I been invited to participate?
You have been invited to participate because you are an Officer of the Spiritualist Church as 
identified in contact information provided by the Spiritualist National Union. Officers within 
the South East of England are being contacted to take part in this research. Following an 
initial telephone conversation regarding the research you expressed an interest in 
participating and I have subsequently sent you this information sheet and a consent form.
Do I have to take part?
You do not have to take part in this research, your participation is entirely voluntary. If you 
do not wish to participate, you do not have to give a reason and will not be contacted again. 
If you do agree to participate and later change your mind, you are free to withdraw at any 
time before, during or after the interview. If you decide after the interview you wish to 
withdraw please contact the researchers at the address below.
What will I have to do if I agree to participate?
You will be asked to complete the consent form and brief background information 
questionnaire before the interview begins. The interview will last for approximately one hour 
and will be audio recorded. You can be interviewed in a place of your choice, providing it is 
a private room. You can also be interviewed in a private room at the University of Surrey.
Is there any payment for participation?
There is no payment for participation. Travel expenses can be claimed if you travel to the 
University for an interview.
Are there any disadvantages of participating?
It is possible that you may find discussing some of the issues regarding the research area 
upsetting. If you feel distressed, you can choose not to answer the question and we can 
proceed to the next question. If you do not want to continue, you are free to stop at any point 
and your interview will not be used as part of the research. If you feel upset by the issues 
discussed in the interview it may be helpful for you to contact a personal source of support or 
an individual within your Spiritualist Church who can provide you with this. I will also 
provide you with some information regarding organisations offering support.
What are the benefits of participating?
Participating in the research may not directly benefit you, however it is hoped that the 
research will contribute to developing research literature regarding voice hearing
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experiences. This may be beneficial to individuals who contact various organisations, 
Spiritualist churches and faith based organisations concerning this in the future.
Are your answers confidential?
All the information you give will be treated with the strictest confidence. All your 
information will be anonymised. Your name and address will not appear on any of the 
documents related to the study or in the written research report in order to protect your 
identity and maintain confidentiality. Your interview will also be transcribed and 
anonymised by myself. This transcription will also be seen by my university supervisors. Dr. 
Mark Hayward and Dr. Dora Brown as part of the interview analysis. It is probable that I 
will quote some sections of your interview as part of the written research report and in 
subsequent research publications. The quotes will be anonymised so that these cannot 
identify you individually. Research data will be kept securely in a locked filing cabinet at the 
University of Surrey.
The only exception to confidentiality would be should you disclose information that 
indicated a risk of significant harm to yourself or others. If I felt this was the case, I would 
discuss an appropriate course of action with you and my supervisors.
How will the information be used?
The research will be written up into a thesis as part of my Clinical Psychology Doctorate. 
Subsequently, attempts will be made to achieve publication of this research in a national 
psychology journal. If you would like a copy of the research report please feel free to request 
this and I will arrange for you to receive a copy.
What if you have a complaint or concern about you participation in the research?
Any complaint or concerns about any aspects of the way you have been dealt with during the 
course of the research will be addressed. Please contact myself. Dr. Mark Hayward or Dr. 
Dora Brown at the University of Surrey should you wish to discuss any complaints or 
concerns you may have (contact details below).
Thank you.
Researchers: Natalie Walker-Samuel, Trainee Clinical Psychologist, University of Surrey. 
Mark Hayward, Senior Academic Tutor, University of Surrey.
Dora Brown, Lecturer, University of Surrey.
Address: Department of Psychology, School of Human Science,
University of Surrey, Guildford, Surrey, GU2 7XH.
Telephone: 01483 683076
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Participant Identification Number:
U N I V E R S I T Y  O F
SURREY
CONSENT FORM
Title of project: Officers of the Spiritualist Church’s views and perceptions of voice hearing 
Name of Researcher: Natalie Walker-Samuel, University of Surrey
Please initial box
1. I confirm that I have read and understood the information sheet for the above study. I 
have been given a full explanation by the researcher of the nature, purpose and likely 
duration of the study, and of what I will be expected to do. I have been advised about any 
possible ill-effects on my health and well-being which may result.
2. I have been given the opportunity to ask questions on all aspects of the study and have 
understood the advice and information given as a result.
3. I understand that my participation is voluntary and that I am free to withdraw at any time 
before, during or after the interview without giving any reason.
4. I understand that all personal data relating to participants is held and processed in the 
strictest confidence, and in accordance with the Data Protection Act (1998).
5. I agree to take part in the above study.
Name of participant Date Signature
Name of person taking consent Date Signature
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Dr Adrian Coyle
Chair: Faculty of Arts and Human Sciences Ethics 
Committee 
University of Surrey
Natalie Waîkér-Samuel 
Trainee Clinical Psychologist 
Department of Psychology 
University of Surrey
UNIVERSITY O F
SURREY
faculty of
Arts and Human Sciences
Guiidfofd, Surrey GU2 7XH UK
T: *44 (0> 1483 6S9445 
F; 444 (0)1483 685550
SïWW.SUf«^ .4Ï.Uk
2^ July 2009
Dear Natalie 
Reference: 337-PSY- 9^
Title of Project: Officers of the Spiritualist Church’s views, perceptions and responses 
to people who hear voices
Thank you for your submission of the above proposal.
The Faculty of Arts and Human Sciences Ethics Committee has given favourable ethical 
opinion.
If there are any significant changes to this proposal you may need to consider requesting 
scrutiny by the Faculty Ethics Committee.
Yours sincerely 
Dr Adrian Coyle
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Chair’s  Action
N am e of S tuden t:
Title of Project
S upervisors:
D ate o f subm ission: 
D ate o f re-subm ission
Faculty of Arts and Human Sciences 
Ethics Committee
337-PSY-09 
NATALIE WALKER-SAMUEL 
Officers o f  the Spiritualist Church’s  view s, 
perceptions and re sp o n se s  to  peop le w ho hear 
v o ic es  
Dr Dora Brown and Dr Mark Hayward 
20^ May 2009
T h e  ab o v e  P ro ject h a s  b e e n  subm itted to  th e  FANS Ethics Com m ittee.
Favourab le  eth ical approval h a s  how b e e n  g ran ted .
S igned: Ü c W c m a  
DnAdrian 
icnak
D ated: 2 ” '=* J u I-y Z o o m
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Useful organisations offering information, advice and support
www.spiritnalcrisisnetwork.org.nk
The Spiritual Crisis Network provides information to those affected by spiritual crisis, their 
carers and support professionals.
www.spiritnalcompetency.com
This is the website of David Lukoff, President of the Association for Transpersonal 
Psychology, USA. He is co-author of the diagnostic manual DSM-IV category 'Religious or 
Spiritual Problem' and a key speaker on ‘spiritual emergency’,
www.hearing-voices.org
This is a mental health services user network, although it does not focus on spiritual 
experiences.
www.alisterhardyreligionsexperience.co.nk
The website of the Alister Hardy Religious Experience Research Centre & Society, 
Department of Theology & Religious Studies, University of Lampeter.
www.mind.org.nk 0845 766 0163
Mind is a leading mental health charity in England and Wales working to offer information 
to individuals experiencing mental distress, carers and professionals,
www.sane.org.nk 0845 767 8000
SANE aims to raise awareness of mental illness, to secure better services, and to research the 
causes of serious mental illness through The Prince of Wales International Centre for SANE 
Research. It also provides help and information to those experiencing mental health 
problems, their families and carers through SANEline and SANEmail.
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Interview Schedule
Ensure information sheet received and read. Ensure consent from  is completed prior to 
interview.
Thank you for agreeing to meet with me today and to taking part in this interview.
I would like to talk to you about your views and understandings of the experience of voice 
hearing. I would also like to ask you about your experiences of talking with individuals who 
have described this occurrence. As you are aware you can withdraw your participation from 
the research at any time without giving a reason.
I would like to start by asking you to answer some background questions before we move on 
to the main interview. If you have any questions about this please ask me and I can try to 
clarify these. (Give the background information sheet to the participant to complete).
Thank you for completing that. If you are ready we can start the interview.
I would like to begin by asking you about your understanding of voice hearing when the 
person that is heard is not present.
N.B Prompt questions may be used depending on the participants ’ responses to the interview 
questions.
1. Can you tell me about your understanding of the experience of hearing voices? What 
it is to hear voices.
Possible prompts:
• What influences your understanding?
• Do you think this is a typical outlook of the Spiritualist church or is it more 
specific to you or to this specific church?
(Explore individual, specific church & wider society views)
2. What do you think about wider society’s understandings of people who hear voices? 
Possible prompt:
• Can you tell me more about this?
• If they describe influences then: What do you think influences this 
understanding?
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3. Can you tell me about your experiences with people who hear voices? 
Possible prompt:
• In what context do you meet people who hear voices?
• How do these individuals approach or contact you?
• How have you understood their experiences?
• How have you responded to these individuals?
4 .1 wonder if you have ever had an interaction with someone who hears voices when you 
have not been sure how to understand their voice hearing? Ask for specific example 
Possible prompts:
• If it was not a spiritual experience what was it?
• How have you responded to these individuals?
• If there is another explanation how did you respond to this?
5. Are there any issues related to these topics that we have not covered and that you 
feel are important and would like to comment on?
6. Is there anything you would like to ask?
Thank you very much for taking part in this interview.
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Backsround Information
Please complete the following background information form. As you are aware all the 
information you provide will be anonymised and will not identify you. The information you 
provide in this form will allow readers of the research project to know more about the 
backgrounds of the people who participated.
How old are you? ________________________
How would you describe your gender? Male Female
How would you describe your ethnicity?
Please select (a) to (e) and tick the appropriate box to indicate your cultural background. 
White
British □
Irish □
Any other White background, please write below
Mixed
White and Black Caribbean □
White and Black African □
White and Asian □
Any other mixed background, please write below
Asian or Asian British
Indian □
Pakistani □
Bangladeshi □
Any other Asian background, please write below
Black or Black British
Caribbean □
African □
Any other Black background, please write below
Chinese or Other ethnic group
Chinese □
Any other, please write below
For how long have you been an officer of the Spiritualist Church?
Major Research Project 207
Volume 1: Research Dossier
Appendix 7: Analysed transcript extracts
Major Research Project 2 08
Volume 1: Research Dossier
Extract from interview 1:
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I: Right.
P: %%ereas if somebodywas here, you know, was Quite sane and sensible and 
fitted in well, then you can, you can get there abilities under control. "
I: So is there something about, you were saying before, about how that person 
is behavir^ ...
P: You look at die behaviour really of somebody, you know, and I think after 
these years you learn, I mean as a healer and that you learn... We get, as 
healers we do get a lot of people, we do get a lot of mental problems coming 
in, you know—emotional problems. And we have to learn to deal with those.
And sort of talk to people and let them talk to us. We’re not councillors. But 
you let them just talk. And lot of the time, you know, you do the best you can 
to give them healing and support them... to overcome their problems and tfieir U  '  ^
ëtnéïjonàrptoblems. But you just make sure that their getting the medical help 
they should do.
I; And you were saying before that there have been times, you described a time /  /
when you suggested, for example, that there was a particular man tliat came in 
that had very diflicult experiences and suggested that he go and seek help fiom 
a...
P; You know 1 said to him, you know, ‘your ofif,.. % you usually realise what’s 
happened, you know, ‘are you taking your medication?’ and they’ll say ‘no I 
don’t need it!’. And I’ll say, ‘we’ll I’m afraid you do, and please go and take it, 
you’ll feel better’, you see. This particular man seemed to think that he... we 
weren’t the only church he’d been to 
I; Riglit
P: And of course, the trouble is, there are people that s^ they can.
I: That they can cure?%. 11litku l c / w u i Ci W y
P; Well, you see... we always... One of our codes of conduct is that we must 
never say that you can cure somebody.
I: Riglit.
P; You can say you will try. Which of course we do. And it does work 
sometimes.
I: Right
P; You know, we do have results. But you don't actually advertise tliat You 
know, the fact that he said that he... 1 think at the time he said ‘you’re all die 
same, you churches, you say you can cure me and . s o  he accepted that he’d 
got a problem.
1: So what did he want to be cured of?
P: Weft, hearing voices and all sorts of things, but of course they weren’t nice 
voices, tiiey were telling him to do... 1 mean, he honestly liad quite a loving 
family and he was always well dressed and that, but he obviously caused them 
a lot of problems. Of coume he couldn’t hold a job down, you see. Umm. But /h izn c J /n y x u M -
it’s very difficult dealing with people, as I’m sure, you anybody, who, they’re 
not easily to deal with. And you can only adviseThem. But obviously'we nad to /fycfetricxi 
ask him to leave tiie church after that because he was getting thrmtening. Had 
he got any worse, I mean obviously we would have had to have called the 
police here, to remove him, which we would do as a vmy last resort. I mean, I 
know he’s got a family and a home... The first chap Oiat 1 was talking about 
hadn’t and he did land himself out on the streets at one point but the Salvation 
Army, they sorted him out and he’s got a place now. And on the whole he’s 
alri^t now, he comes in and is quiet.
1: And so for that particular person that you were just describing there, it 
sounds like you gave him some direction and support around...
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P: And sometimes... we have one lady used to come here and she used to, she 
had quite a lot to do with him at one point, an elderly lady, and she used to 
actually say to him, ‘You’re not taking you drugs, get back on them!'. She used 
to say to hhn. ‘You’re talking nonsense!’. And, you know, she’s, she spotted it. 
And she’d say, tell him, ‘Get back on your drugs, you’re talking nonsense 
again.’ And when he’s on them, he’s fine, he’s no problem, and he’s a bit... I 
always said that he must have lived about three htmdred years, the number of 
changes in job that he is supposed to have learned and he, you know, you 
mention it, he’s experienced it It’s absolutely ridiculous, he couldn’t be. 
Because he ss’ould have to have done about twen^ apprenticeships, you know. 
And he’s only sort of fifty-ish it’s ridiculous. But, alright he’s quite useful with 
his hands and that, he has helped me out, you know, with a problem.
I; So he’ll still come back...
P: Occasionally he’ll turn up, he goes round the other churches as well, I dunk. 
But he’ll turn up at the church here for two or three sessions and, you know, 
talk to him and he’s ok, he’s fine.
I; And you know you were siting about, you know, sometimes you find that 
someone might have schizopluenia and tiiey might be, might be under some 
sort of mental health care. Have you ever had any experiences of contact witli 
these professionals?
P: No, we don’t normally, we don’t get contact with diese people. And as long 
as you know they’re under the medical care. And obviously if you’ve got 
somebody who says tliat they weren’t, then we’re obliged to tell them, we have 
to tell them and get tliem to sign a disclaimer saying that we’ve told them.
I; Oh so that should be they have to sign...
P; Yeah, if they will not go and seek medical care, we think they should under 
any circumstances.
1: Oh right.
P: 1 mean most people come to us as a last resort anyway, witii their health 
problem, which is a shame, because if they come in the first place, they would 
probably get more benefit. But, we are obliged under the code of conduct as 
healers to tell them that, to ask that if they see a doctor, if they haven’t then we 
must tell Aem to do so. Now if th%' tiien ignore tha^  and come back again then 
we need to them to sign a disclaimer to say that we have advised them and they 
have refused to do it.
I; Right.
P: On the whole, that’s as far as we actually get, I think if we were really 
bothered, then we would ring the GP, but of course, as you know, there’s little 
that the GP can do. Tbey can’t drag a person into surgery, any more than we 
can make them go. I mean your hands are just tied these days really. So I don’t 
know v^at the GP would do if we actually rang up and told them feat we’ve 
got a patient feat needed attention but were rcfiising. 1 don’t think the GP could 
do very much.
I: But would that be your first point of contact if you were?
P: If we had to yeah. If we were very worried about somebody...
I: Yeah...
P: But 1 mean, we’ve not had it happen in the many yems feat I’ve been here.
I: And my, you know, the, from what you were describing it sounds like your 
understanding about the experience of voice hearing as part of fee mediumship 
experience, and it sounds like your also describing something that’s différent 
feat maybe falls under a mental healfe tj-pe of problem?
/h rç a i^
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P; Most mediums are ‘feet on the ground’, perfectly sane people. You know.
You might get us portr^ed dtffer^tly on the media. But, you blow, most are 
like me, we lead anormal life, we did our mediumistic work when we ought to 
do so, not otherwise. And we’re perfectly sane, sensible people feat lead sane 
and sensible lives. But when you get somebody come in mtd they’re all aiiy- Os>iU^
faiiy and telling you ridiculous stories, then the bells ring because most people 
who are mediumistic or going to be are quite sane people. And feose people 
come and perliaps they are hearing things or things are happening around them 
and they’re quite sensible about it They’re rightly a bit upset about it or 
frightened. I mean, you know, in that we understand, but when you explain c«aè^
things to them, and when they get the sympathetic ear, and feev’re not told ^  
they’re going mad, whtch we don't, ffiën fee>'’re quite happy about K. Your 
saying, well look, you know, half of us in here have the same exp^iences as 
yon and, becaiKe feey think they’re the only person in the world perhaps, feat 
have this problem, and ra^be If they said something to someboify, somebody 
said ‘oh you’re going mad’...
I: Right.
P: You know they used to put mediums into asylum years ago. So, you know, 
they’re rightly worried. But once you put feeir minds at re  ^and they realise 
feat, no, they’re not going mad, there is an answer to h. Then they’re usually 
quite happy to go along wife evetytliing feat you surest  1 say to them 
sometimes, ‘Are these voices doing any harm?'. ‘Oh no, there not doing any 
harm’. I say 'AVeTl that’s ok then isn’t if? If they’re not doing you any harm and 
you’re quite happy wife them...’ ^
I: You know you were saying before that somebody might be quite frightened 
in a way that they’re hearing... and you also described people m i^  also 
describe that they're having these experiences but they’re happy with them, or 
is it after...?
P: Yes, if they understand it, sometimes they are quite happy.
I: And do you find feat... Speaking through fee cause as well -  you were 
saying you mi^t talk to them saying ‘you're not going mad, lots of people 
here have these experiences’...
P: If you, you know, assure them feat they’re not going mad, it’s just one of 
these things... And some people of course don’t want to be known for it. They 
realise they’ve got it, but they say ‘I’ve got it, but I don’t want to use it, I don’t 
want to develop it. I don’t want it. It’s not doing me any harm, but I don’t want 
it.’ And you say well, fee only opportunity you’ve got there is to say to them,
‘Look I’m sorty, but I really don’t want to do this’. But invariably 1 think you 
always say feat you don’t get an awful lot of option. In the end you probably 
find you have to. And very often that as that... It’s usually fee younger people 
who don’t want to. Because... And I say to them, ‘Well just say to them you’re 
not ready to do it yet, periiaps later on when you’ve got your life more sorted.
Tlien you might have it different’. But, you know, feey, feey might change 
their mind or, sometimes just saying to them, ‘Well talk to them and say that 
you don’t want to do it, we’re very sorry, it’s not your time in your life as yet’.
I: And haw you found then that when, you know, when you have this 
experience, talking to somebody in feat way...
P; Well it seems that, you know, they’ll go away and you won’t maybe see 
them again, maybe you won’t  You just don’t know. But once people realise 
that they’re not a big oddity... There’s a lot of people... They either glory in 
being, having it, and think they’re fee only person in fee world that’s got it, and
ùh/LecJ/tAt-
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probably never occur to them that they could 'open' themselves and make 
that link. So lets start with the idea that somebody has got an interest in is 
and think ‘oh, I wonder if i could do that?' So, the first thing they would 
go about doing is find what we call a good development circle, which is 
most churches have development circles attached to them. So, they have 
perhaps been to a Spiritualist church, perhaps visited a medium, they have 
opened their mind to it, to the possibility of it. So, now they have found 
themselves in a circle to sit in. Gradually over a period of...it can in some 
cases happen very quickly and it can in some cases take years. It just 
depends on the person and the circumstances but it is through regular 
sitting in that circle and learning how to trust your instincts and the 
thoughts that come in to your head. So it is really a vay gradual progress 
of being aware of something external that is coming into your thoughts 
and coming into your mind. And again with ‘clairaudience’ may be 
beginning really relaxed sitting in a circle, you might think ‘oh, I heard 
something’, you know and it would feel different, assuming you are a very 
sincere person and you are not umm alluding yourself if you are not 
wanting to do something sensational it will come at some point.
I; And just so I can understand as we go so for you the idea around the 
experience of hearing voices is a ‘clairaudient’ experience?
P; Yes, yes
I; One that may come from an initial interest and curiosity about 
Spiritualism?
P: Yes, absolutely.
I; And you were sort of saying over time and developing this ‘opening up' 
you might be more able to become more attuned to hearing sprits?
P: Yes, totally.
I: Do you think it is possible umm... it sounds as though you arc saying 
the interest comes before the experience?
P: Not necessarily because if you speak to many people in the spiritualist 
church they have had the experience before the interest. Usually they find 
they start when they are children. You know you get children who have 
imaginary friends as they would so be called,
I: un huh
P: Well, from our point of view we would say they are not imaginary 
friends they really are spirit entities that the chid can pick up on. Umm, 1 
don’t’ want to make this too, too long but 1 believe that some people... 
they say everybody is mediumistic to some degree but whether you chose 
to develop it is of course ones périmai choice or whatever. And some 
people when they are bom, or rather, when everybody is bom you are 
quite naturally ‘open’, children generally speaking are quite ‘open’ to 
spirit influences but as perhaps life goes on or perhaps their parents say 
“oh don’t be silly'. Perhaps a child would say ’Oh, 1 can see something or 
hear something’ and they would be sort of slapped down for h, for making 
It up. Gradually, that ability closes down on them. But some people find
ytisr>Ax/As
p  yAr'/Âüj/t Af.o
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that they are more receptive right forma very very early age and if  you 
read certain biographies of mediums or very gifted mediums you usually 
find, nine times out of ten, it Is something that they have had, the ability, 
right from very young, right from when they were teenagers and they 
don’t know what it is. So, umm, it would start like that with the 
experience, you know they would think ‘My goodness what is 
happening?’ they think they are going ‘off that they were going a bit 
‘fimny’ and usually somewhere along the line somebody may say perhaps 
you should go along to the Spiritualist church. And perhaps that is w h e n c t// 
they take steps to find answers because they think ‘im not mad, why is this /? /hA /fh /A t/H  
happening to me?’. And then they find a ‘circle’ and they sit in ‘circle’ 
and they start to develop very quickly and start to understand what is 
happening to them. So there is that way of it or then there is other people, 
like myself, who find interest and then think ‘oh, I wonder if i could?’ and 
then do h.
I: You sort of describe two ways in to it.
P: Two ways into it, yes,
I: And you were saying that, when you were describing the other way in 
that people having this experience, you said that some might think they 
had gone a bit ‘funny’. Can you tell me what you mean by that?
P; Yes, well 1 mean I don’t understand mental illness in any great; depth 
but one is always are that there are people that have mental problems and I 
think I am right in thinking this that part of some mental conditions would 
be hearing, they would imagine people were talking to them telling them 
to do firings. I don’t know what conditions it is. Schizophrenia or 
something in that area, SO umm...that is what I am saying there are some 
people that have these delusional things but you cam tell the difference 
without any doubt at all I would imagine. Well 1 know you can because I 
do healing and we often get people come in here and you talk to tlieniyf^,,/ 
about 2 minutes and you think hang on something is not quite right here 
because a Spiritualist who was taking it seriously doesn’t speak._the_Smie 
language as somebody who sits down, as I have had, young men or young ô&insA /&<<r 
woman come in and have said something so outlandish to me that I have 
thought oh this is not Spiritualism, it doesn’t work in this wav this is they 
have had a mental breakdown or something. And usually when you get 
talking to them they usually come up and say well of course I’ve had 
depression or something or the other. I always remember one young man 
who said ‘Of course 1 go to Hyde park and I sit there and spirit come in 
and they start talking to me and they start telling me about..’ and I just said 
’yes’ and you know... you just gradually try and ‘perhaps it not quite like 
that’ and so you try and calm them down a bit but you know it is not 
spiritual, it is not spiritualist is something in their own head, a mental 
condition.
I: I am really curious to hear a bit more about that and situations you have 
been in when you have had those experiences. What is it that kind of
" ’ " tot.
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intorms or helps you, as you said, see the difference in between the way
that a Spiritualist might talk and the way that for example, as you were
saying might have some kind of a mental health umm
P; problem? Well, I think it would just be so obvious to you. I mean if it
start, and 1 know you only met you this morning but is 1 sat down and I
immediately started talking about ‘oh o f course a spirit talked to me and '■
every night when I go to bed they come close to me and they tell me to do <r, âc
this...’ and you just think, where is this woman coming from? It just p ’AvOtU/y
seems so unreal...um...because we as Spiritualists have studied h over a
period of manv vears you just know~tTië dgïgcrice. Argênume liiedium, a
genuine mystic, they don’t’ start saying ‘oh, 1 hear this and 1 hear that’ and "
try to make it sound very dramatic. It is just not like that it just isn’t like it. ■
It’s...genuine mediums don’t go around shouting about it, it is just 
something they get on with quietly. You find that with most mediums they 
are gently, quiet people. They are not egotists that want to self, you know,
‘1 am so clever, I hear spirit and I hear voices’ they don’t say things like 
that,
I: And have you had experience where people have approached you or 
contacted you in some way that have described those sorts of experiences?
P: Through healing. I have never perhaps come across it in my everyday 
life that I can recall.
1: But through healing in the church? How do they get to...
P; 1 mean it doesn’t happen every week but, healers will come over and y
say ‘oh we’ ve got a right one here’ and it will go between us that there is 
something wrong with that person and it is a mental problem. So, you just, 
just tread carefully, gently you know we are not doctors, we are not there 
to you know find the right answers for them. We can but lust listen to 
them, sympathetically, and sort of, I don’t mean it patronisingly but sort of 
■TTând that's all you o n  do because you can’t do anything else. And give 
them a smile and a nod, in a nice way and "give then healing you know and O /it V A  A fa  
of course ask as you are giving them healing ask your spirit guide, the /% ^ x r  
people that work with us, to give them healing, that is what we are there 
for to give them healing, to be a link between the spirit works and to be a 
channel between that healing energy. Like sending up a prayer, 1 suppose 
that is the easy way of putting it as I am giving that.,.as I know that 
person has got a problem so as 1 have got my hands lightly on their hands 
or shoulders I just say a prayer to God because all the Spiritualist believe 
in God, whatever one perceives God to be, there is that greater person , 
that greater energy. So, you say please help this person, they have got a 
problem but can you help them, look after them spiritually, help them in 
some way. And you send them on their way and that is really all that one 
can do for them, i / '
I; And how have you found these people have responded to the healing
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180 P: Some of them will come back regularly, some of them are here for _  ^ , ,
181 several months at a time. And then as quickly as they have arrived
Si/C  p O ié /S ^  182 disappear again, they suddenly don’t come anymore. So, umm, they
m 1 g) usually love it because people like to be listened to don’t they? Especially
/h y tA z /t h 184 if they are lonely or depressed they will always feel that they need ^
1&5 somebody, a healer to Just sit and listen to them. We don’t offer them
186 advice, we are not counselions but it helps somebody so much, even if, and 
A  yOjA’ 187 perhaps 1 shouldn’t say it, but even if deep inside I am not really um,
188 sympathetic, lam  sympMb^c, I am saying fee right things making the
189 right noises so that helps them tremendously they feel sorhebody cares _ O
190 aboutthem.Ycs?
yp 191 I: Yeah A
S /u A . A  ce 192 P; 1 have a young man who is coming to healing at the moment who has y-
193 been coming here for several months since the Aunimn, Now he is a
194 depressive, he admits he Is a depressive and very uptight, you know, he
<-)■// 195 has been coming regularly and he is starting to trust me. So, you just work ^
^ 196 very slowly with them and say ‘how are you? have you had a good week?
197 No, perhaps next week will be better’ and you just give them that ^  ,
(Ptvwc " 198 encouragement and um 1 am sure it helps them. Whether it is healing
199 energy from out there or whether it is just another person being kind to A  
C he/iA  y  /u d ^  200 them is a debatable point but it all comes under that heading of healing. ^  S  
/}(jr 201 1: It sounds like providing that listening ear and offering that sort of 
A iÿc/iti 202 support to someone even if it seems that sometimes you might not be quite
£y<xcA  ^ 203 sure if what they are telling you might be that there hearing spirits it ^ m s
204 as though sometimes it might be some kind of mental health difficulty
205 or..,
206 P: Absolutely. Yes
207 I; So in thinking about your own understanding of voice hearing
208 experiences it seems as thought at might fall under ‘clairaudience’ or It
209 might fall under some kind of mental health difficulty? Is there any other
210 ways in which you might understand this experience?
211 P; Difficult to find the right words really. I don’t’ know if this is the
212 answer to your question but the only answer that comes in to ray head, I
213 would say that generally, alright there are always exceptions to the rule of 
Û?Â .A Â  cA course but, you know ninety nine and half percent times people that are
Ày 215 hearers, people that are genuine mediums, people feat are interested in ,
A y / j  216 spiritualism in a very structured way are basically people that are very 5 c^ , xi;p^ 4a
217 caring people and they are quite normal if that is fee right word to use. cP C xcAjù y: 
'”^ 18  You know, they would use it wisely, thev understand it wisely so, umm, p x-A c/
I q you would recognise a genuine Spiritualik. Whereas, you have got the ,..< r^T-g 
Aûo&tj 220 other side of the fence where you have got members of the public that are
221 not Spiritualist who have got, umm, say you might have somdxxly who-'
/  //SA cpŒ 'hC  222 comes to you and says‘I have got a problems, I am hearing things’ umm.
C T Q ^  223 (Name) is very good a this, it is just a feeling, a lot of it just goes on a gut
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(that’s when it is), Monday afternoons, it’s this time, the healing 
group leader; name is this, now ï am going to tell the healing 
group leader that you are coming so she will be expecting you and 
1 want you to go. Umm... but she never came and then a couple of 
calls later, I went through, ‘well I don’t know where the churchis’. 
So I said where are you coming from and 1 told her exactly where 
to go and how to get her and, and, again kept on reinforcing what T 
had previously said, this is when it is, blah, blah, and but may be, 
periiaps also you should see your GP if you are so troubled, but she 
never, she never did and she never came.
I: Ok, and what was that experience like for you being in that 
position where you were being phoned? What did it mean to you? 
P; 1,1 am quite happy to be phoned and I , you know, and 1 accept 
that if you are telling someone in a certain mental state to go to the 
church it may not be as, who know where they are at in their life?
It may not be as easy for them to get up and do that, bit I have to 
be strict with myself because fhere is only so much I can say to 
them and only so far I can go, so, umm. ..1 would never be 
unpleasant and I would always give them the same advice, but in 
the end with that particular person, which was the week before 
Christmas, I haven’t heard form her since then, which was the last 
time she phoned, and I did say ‘Do you know, listen, you have 
phoned me several times haven’t you’ and she said’ I don’t think 
so, I don’t think I have, have I?’ so I said ‘Yes, we have spoken 
several times and I have given you the same advice each time and I 
have told you where the church is and I can tell you again, and this 
is the healing leader and blah, blah, blah, blali I am going to phone 
the healing leader and I want you to go there on Friday at 6 o’clock 
because what I am saying to you is, if you don’t go this Friday, the 
church will be closed ‘til this January. But also what I am saying to 
you is, if you don’t go, it is no good you keep ringing me because 
there is nothing else I can do or say to help you' and I felt really 
dreadful,
1: Really dreadful?
P: In a way because I kind of thought, I know she hasn’t been 
because I did let the healing leader know and she was going to 
come back to me if she came, so I know she hasn’t been so I know 
she may still be in a very poor mental state. But, there is something 
else, you have to have your own bairiers, your own kind of lines 
that you know, of, this is as much as 1 can do really.
I; It sounds hard that it left you feeling dreadful as well 
P: Yes
I: Were vou feeling concerned?
/ÇcàÂCc.^ .
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P: Yes, to a degree. Not upset but I was concerned because I 
believe that there were mental health issues there wliich, you 
know, a Spiritualist movement may not be able to help someone 
very much with mental health issues if what they need is medical 
intetvtention. But if that person is not in a position to take any steps 
to helping themselves, that is very sad for them.
I; And, just thinking about what you were saying before about 
there being some mental health issues, there was sometliing around 
the fact she was ringing several times and you were having the 
same conversation...was that? was there anything else in her 
conversation with you or anything else that informed...
P: It was the tone of her voice, and her voice was totally clipped 
and stressed. The sound of her voice, you could just tell, it wasn’t 
just someone phoning up to find out about the organisation and 
where they might get a little but of help, it was someone, her voice 
was definitely under immense pressure.
I; And she was describing as part of her experience, some kind of 
voice hearing?
P: Yes ‘he keeps talking to me, he is standing behind me and he is 
inside my head and he is touching me’. And you know, I diduY 
want to explore, what is he saying, how is he touching you, how is 
this happening because as 1 said 1 don’t have the skills or 
knowledge to take that the next step really.
I: And is that what you were feeling? That if she did tell you those 
things, those experiences that you wouldn’t be able to...
P: I wouldn’t be able to go any further, so it is not really fair for 
me to get that, to find that information out really.
I: And, and, you were describing the sort of repose that you have to 
her which was to suggest she came to healing and invite her into 
the church in that way 
P:Yes
I: Do you think that is a response that would be a common 
response in Spiritualism?
P: Yeah, that would be common yeah
1: And you also said umm,.. that for this particular person you
suggested the GP
P:Yes
I: What did you think the GP would be able to offer her or to do? ' 
P: Well I just assumed if there were genuinely mental health issues 
which I believe that there were and she hadn’t already been seen 
by her GP, I hoped that the GP would pick up on them issues and 
she wouldn’t be completely lost and feel she bad no one and 
nothing and no one cares kind of 
I: That she would be able to tap into...
P; That is would be a route, to help her out of where she was 
currently stuck
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I: And ifi terms of umm... you know the response that other people 
may have within this church, would that be a similar response to 
you or a different response? How do you thin other people would 
respond?
P; Generally here, people would give that same sort of advice 
I: To offer healing?
P: And or, because sometimes healing if offered but GP 
intervention is also needed and it is not, it’s not fair to let people 
think they can come for healing to save them having to go to the 
dpctom, for instance, sometimes it needs to be both 
I; Have you had situations where it has been both? Where you have 
offered somebody healing and they have been to the GP having 
described those experiences and obviously we are talking about 
voice hearing 
P: I don’t know of
I: Not that you know if but it is something that you think would
help
P; Yeah
I: And in terms of healing, unun, to help my understanding, how, 
how, what, what would lead you to offer that to somebody? What 
would you be thinking?
P; Often a medium will when they are giving a message will pick 
up that someone needs healing ‘are you having healing, do you?’ 
and sometimes they may, that might, for instance they might say 
‘are you having problems with your back? Come for healing’ or 
they may just say T am picking up that you need healing’
I: So, that for the person, for example that you just spoke of that 
you offered healing, what would happen there? Describe to me 
what would happen to her if she came for healing.
P; Alright. Well, when you come for healing the person that is 
giving the healing starts by talks to you about ‘how can I help 
you?’. And a lot of people that come for healing just say that they 
want gâterai healing for general upliflment, but, often people have 
a specific reason that they are coming. And for the person that 
contacted me by phone, she would then have the opportunity at 
that point to say to the healer ‘that is what is happening to me’. 
Because I felt that that was a particularly complex situation, I had 
given her the name of the most senior healer we have got here who 
is the most experienced person, because I ielt she would need... 
and also probably one of the more stronger personalities because Ï 
thought she would need that kind of structure and that they would, 
the healer would ask why and that is where it would be offered and 
an opportunity to say your experiences. Because then die healer 
may say 1 feel you should see your GP, have you not seen your GP, 
are you under your GP?
flu Ac yi-fvA
Major Research Project 278
Volume 1: Research Dossier
Appendix 8: Audit table o f superordinaie, sub and emer2ent themes
Major Research Project 219
I
s
A
(L>
I I
II
* Æ
II
I S
> ÜÛ
1 1II
1 i
:z; >  
*  *
Ë -r ’S
a-"
'2 "o 
-
lîr
d> _-o tsûIII G
I  o
I
i l
II
■s ^
i
•s °
ill
*  *  *
V  .
i "
J3 
%
i l
î |
îl
li
B
a
o
2  g
<u o  
- a  >
i
I
I
I
I
4-1
O
g>
I
I
4h
O
I
I
4-1
O
II
(U
eu
H
§ I
g > *
î î* V3
(U
B
I
li I
f
I
4-1
il
S k  s
II
g g
* § “ 3
o
ïi
I I% . 2 II
fa 0> fafa o? I ? il* >
"gill* * fa
Ifa
. s
i
î
ï
1 1
J!
Il
li
4-1
O
II
bû bûfae C cC3
"es ts
3 Si fa3 U 3> a
Oh
fa cS .. O, a
(U (UIII
. S f
I §1S|
« - ' I I I
wce.s
:algCZ5
I
1 IIbûfaI ■« G 
"o <u
II
"rt «y
=  | . S â .
Ilî 
1 1 1
■ 3 ^  
g S
bû
!!
I
1
<u
II
1 1
a  s
1 1
‘S
I
îl
III
p  9
bù  ^  
■111III
1
I
I
1,
f |
«
c4 &
8 i g a
§ è 1 g
§ <ufa fa
bû (DÜfa •S a
1 ëo .1 1c fabû aO bûfao 8 C a
bp % 1 03.s fa abO a fa(3 COIC a a £2C3 o S a
3 %c fa C3p C3 Phd><s H c3 COfa
1
I t
l i
<u
I
Iœ
° I
"PhI
- . s is  Ë-IO (U C fa
fa
11 a
11
i lD O 
GO 00 
*  *
I0g
1fa4-101
.18-
0>
CL,
2| I
III
—, Ü “■
piS 13 o 
W c/3 PQ 
*  *  *
P
I.S
I
Î
I0 §
1fa
<D
fs a
45f
o C03 O 11^
i i
f I
fO O
1  É
o 13'II
P  P
l i
R!
